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Foreword 


This  fourth  publication  in  CSAP's  Cultural  Competence  Series 
presents  the  results  of  a  highly  productive  partnership  with  the 
National  Association  of  Social  Workers  (NASW),  the  Council  on 
Social  Work  Education  (CSWE),  the  National  Association  of 
Deans  and  Directors,  and  the  National  Association  of  Baccalau- 
reate Program  Directors.  Without  the  strong  commitment  of 
these  four  partners,  this  monograph  would  never  have  attained 
the  excellence  that  exemplifies  the  work  of  the  social  work  pro- 
fessional. 

This  volume  is  one  result  of  a  CSAP-NASW-CSWE  project 
that  expands  the  substance  abuse  content  in  social  work  training, 
with  particular  emphasis  on  prevention  and  preventive  services. 
This  project  brings  new  knowledge  and  insight  to  the  preparation 
of  social  workers  at  both  the  bachelor's  and  master's  levels,  as 
well  as  to  the  continuing  education  of  practitioners.  The  curricu- 
lum expands  exposure  to  substance  abuse  prevention  categories 
and  also  addresses  the  crucial  issue  of  cultural  diversity  and 
cultural  competency. 

We  believe  that  one  of  the  important  parts  of  the  Social  Work 
BSW/MSW  Curriculum  Enhancement  Project  is  its  recognition  of 
the  nature  and  complexity  of  social  work  and  the  need  for  addi- 
tional information  on  the  impact  of  culture  on  the  prevention  of 
alcohol  and  other  drug  abuse. 

We  commend  the  NASW  Curriculum  Enhancement  Task 
Force,  which  demonstrated  clarity  of  purpose  and  direction  and 
created  a  forum  for  authors  that  allowed  free  expression  while 
maintaining  the  highest  academic  standards. 

We  also  acknowledge  the  authors  of  this  historic  curriculum. 
CSAP  and  NASW  deeply  appreciate  their  exceptional  work  and 
contributions.  They  reflect  well  on  the  profession's  ability  to 
anticipate  and  respond  to  the  needs  of  the  diverse  populations 
we  serve. 

CSAP's  Cultural  Competence  Series  has  as  its  primary  goal 
the  scientific  advancement  of  practice  and  evaluation  methodolo- 
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gies  designed  specifically  for  alcohol,  tobacco,  and  other  drug 
abuse  (ATOD)  problem  prevention  approaches  within  the  mul- 
ticultural context  of  United  States  community  settings.  The  vari- 
ous multicultural  communities  which  make  up  our  country 
comprise  a  rich  and  diverse  ethnic  heritage.  The  Cultural  Com- 
petence Series  is  dedicated  to  exploring  and  understanding  this 
heritage  and  its  critically  important  role  in  the  development  of 
ATOD  problem  prevention  programs. 

The  Center  for  Substance  Abuse  Prevention,  the  National 
Association  of  Social  Workers,  and  the  Council  on  Social  Work 
Education  are  pleased  to  have  participated  in  this  creative  col- 
laboration. 

Elaine  M.  Johnson,  Ph.D.,  Director 
Center  for  Substance  Abuse  Prevention 
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Introduction 


As  the  21st  century  approaches,  cultural  competence,  like  com- 
puter literacy,  is  a  necessity.  To  be  considered  a  competent  pro- 
fessional, social  workers  must  know  more  than  the  universal 
harm  alcohol  and  other  drugs  (AOD)  can  exact  on  the  human 
body.  Unless  prevention  messages  and  treatment  modalities  are 
provided  within  a  cultural  context,  professionals  are  unlikely  to 
change  attitudes  or  redirect  behaviors. 

With  the  new  wave  of  immigrants  and  the  growing  assertion 
of  cultural  identity  of  second-  and  third-generation  immigrant 
groups,  a  new  communication  edict  of  cultural  dialogue  is  part  of 
the  professional  mandate.  Therefore,  the  ability  to  interact  with 
people  who  are  culturally  different  from  the  professional  is  a 
prerequisite  to  providing  culturally  competent  services  to  these 
groups. 

The  authors  in  this  book  demonstrate  that  in  the  changing 
typology  of  American  cultures,  many  languages,  customs,  ritu- 
als, beliefs,  and  values  are  constantly  being  added  to  the  national 
landscape.  At  the  same  time,  AOD  problems  call  for  cultural 
solutions  with  prevention  and  intervention  approaches  that  are 
guided  by  cultural  norms  and  individual  uniqueness.  Gaining 
the  ability  to  do  this  is  not  easy,  but  there  is  a  growing  body  of 
knowledge  from  which  professionals  can  learn.  This  book  ad- 
vances AOD  professionals  toward  the  goal  of  becoming  culturally 
competent.  It  further  demonstrates  how  to  integrate  cultural  com- 
petency in  the  alcohol  and  other  drug  abuse  (AOD A)  curriculum. 

Five  major  cultural  groups — American  Indians,  His- 
panic/Latinos, African  Americans,  Asian  Americans,  and  Pacific 
Islanders — have  received  thought-provoking,  culturally  sensi- 
tive treatment  in  this  book,  and  the  chapter  on  gay  and  lesbian 
persons  deals  with  sexual  diversity  in  a  cultural  context. 

With  the  concerted  media  focus  on  crack  cocaine,  cocaine, 
marijuana,  heroin,  and  "designer"  drugs,  it  is  not  unrealistic  to 
believe  alcohol  use  and  abuse  is  a  minor  problem.  Paling  by 
comparison  to  the  media  and  law  enforcement  preoccupation 
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with  other  drugs,  alcohol  nonetheless  continues  to  be  the  num- 
ber-one drug  of  abuse  and  is  among  the  top  in  use  and  abuse 
among  all  of  the  cultural  groups.  Because  of  alcohol  prevalence 
among  Indian  people,  the  authors  of  the  chapter  on  American 
Indians  have  confined  their  treatment  of  the  subject  to  alcohol. 
They  note  that  "although  other  drugs  are  plentiful  among  Indian 
people,  alcohol  remains  the  drug  of  choice."  Likewise,  Holmes 
and  Hodge  discuss  the  prominence  of  alcohol  as  a  social  lubricant 
for  many  gay  and  lesbian  persons.  Gray  examines  the  role  of 
alcohol  and  other  drugs  among  African  Americans.  Using  the 
various  social  movements  she  traces  how  drugs,  particularly 
alcohol,  were  used  in  precolonial  Africa,  during  slavery  and 
abolition,  and  after  emancipation  and  the  civil  rights  movement. 

In  order  to  become  competent  to  work  with  gay  men  and 
lesbian  women,  Holmes  and  Hodge  say  we  must  recognize  that 
there  is  no  single  gay  community.  Instead,  gay  communities  are 
as  diverse  as  the  people  found  in  any  society.  Gay  men  and 
lesbian  women  come  from  different  races,  ethnic  backgrounds, 
ages,  economic  and  social  classes,  cultural  identities,  political 
persuasions,  and  religions. 

In  discussing  the  extent  of  the  problem,  the  authors  remind 
us  that  due  to  the  pervasiveness  of  homophobia  in  our  society, 
gay  men  and  lesbian  women  have  not  been  totally  exempt  from 
having  homophobic  feelings.  They  describe  this  form  of  internal- 
ized homophobia  as  self-hatred,  leading  to  the  creation  of  alter- 
native environments  such  as  bars.  Thus,  the  use  and  abuse  of 
alcohol  among  this  population  bears  some  relationship  to  the 
prominence  of  bars  in  their  social  life. 

Holmes  and  Hodge  recommend  prevention  strategies  that 
will  address  and  hopefully  eliminate  religion-based  homopho- 
bia. They  also  suggest  ways  current  laws  could  be  changed, 
thereby  enhancing  the  acceptance  of  same-gender  relationships. 
They  further  believe  that  heterosexist  attitudes  and  assumptions 
have  produced  research  results  about  AOD  abuse  that  have 
ignored  or  not  been  helpful  to  the  gay  population.  This,  of  course, 
needs  to  be  changed.  This  chapter  describes  what  the  research 
should  address  in  studying  gay  men  and  lesbian  women  and 
AOD  abuse. 


Gray  points  to  the  importance  of  African  Americans'  belief  in 
the  supernatural,  which  most  authors  indicate  is  a  belief  among 
other  groups.  Religion  is  a  protective  factor  against  heavy  drink- 
ing among  some  African- American  women  who  are  frequent 
churchgoers. 

Gray  describes  characteristics  of  African  Americans,  such  as 
their  respect  for  "hunches"  and  the  belief  in  spirit  forces  as  ways 
to  solve  problems.  She  states  that  spontaneity  is  viewed  as  a 
strength  because  it  indicates  African  Americans  can  quickly 
adapt  to  different  situations. 

Because  of  the  history  of  racism  and  the  effect  it  has  had  and 
continues  to  have  on  many  African  Americans,  Gray  suggests 
that  primary  prevention  programs  should  include  interventions 
that  build  racial  consciousness  and  self-determination.  She  be- 
lieves that  racism  has  been  experienced  by  every  African  Ameri- 
can and  that  this  fact  should  play  a  part  in  shaping  the  response 
to  AOD  abuse  among  this  population.  AOD  abuse  curriculum  in 
prevention,  according  to  Gray,  should  include  components  that 
are  intended  to  build  self-esteem.  It  should  connect  individuals 
with  their  African  origins,  rather  than  beginning  with  slave  ori- 
gins in  the  United  States.  Gray  advises  that  the  way  African 
Americans  view  alcohol  use  and  abuse — often  different  from  the 
indicators  suggested  by  mainstream  research  data — will  deter- 
mine whether  or  not  they  seek  treatment. 

Delgado  reminds  us  that  God  and  other  metaphysical  forces, 
including  spirits,  tend  to  influence  the  Hispanic /Latino  percep- 
tion of  problems.  Their  perception  of  abuse  of  alcohol  and  other 
drugs  as  a  problem  is  closely  linked  to  their  religious  and  spiri- 
tual belief  system.  Hispanics/ Latinos  are  most  likely  to  seek  help 
with  their  problems,  Delgado  points  out,  from  their  natural 
support  systems.  These  systems  include  their  families,  botanical 
(herb)  shops,  and  community  grocers,  where  they  receive  assis- 
tance with  crisis  counseling,  child  care,  and  nutrition.  Delgado 
believes  that  within  the  formal  helping  system  cultural  compe- 
tence can  be  more  easily  achieved  when  the  workers  and  clients 
are  from  the  same  cultural  background. 

In  citing  sources  in  the  literature,  Delgado  found  the  etiology 
of  AOD  abuse  among  Hispanics  /Latinos  attributable  to  stress, 
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familial  discord  or  disruption,  and  peer  pressure.  In  addressing 
the  causes  of  AOD  abuse,  Delgado  reminds  us  that  educational 
campaigns  usually  will  not  reach  a  universal  Hispanic  /Latino  audi- 
ence and  should  be  targeted  to  specific  Latino  groups.  He  recom- 
mended four  distinct  groups  to  whom  educational  campaigns 
should  be  marketed.  Also  listed  in  the  chapter  are  five  questions  to 
guide  an  evaluation  of  treatment  outcomes  for  this  cultural  group. 

In  his  discussion  of  Asian  Americans,  Kuramoto  instructs  us 
to  include  the  immediate  family  in  the  treatment  plan  when 
working  with  Southeast  Asian  groups  (Vietnamese,  Cambodi- 
ans, Lao),  because  the  whole  family  accepts  the  shame  and  guilt 
that  is  incurred  by  individual  members  of  the  family.  Kuramoto 
further  explains  the  benefit  of  individual  counseling  over  group 
counseling  when  working  with  at-risk  Asian  cultural  groups. 
Among  Koreans,  males  are  considered  high  risk  because  they 
view  drinking  and  smoking  as  a  sign  of  masculinity.  According 
to  Kuramoto,  it  is  often  easier  to  help  this  group  (and  other  Asian 
groups)  in  individual  therapy.  Their  culture  emphasizes  not 
"losing  face,"  which  would  happen  in  group  therapy  or  problem- 
focused  group  sessions. 

A  health  focus — the  health  risks  involved  in  abusive  drinking 
and  other  drug  use — is  suggested  when  working  with  Japanese 
people,  since  they  are  believed  to  be  extremely  health  conscious. 
Approaches  in  prevention  and  treatment  are  suggested  when 
working  with  other  Asian  and  Pacific  Islander  populations.  In 
every  case,  Kuramoto  emphasizes  the  need  to  relate  to  these 
groups  in  their  own  language. 

The  Asian  population  in  the  United  States  comes  from  20 
countries,  prompting  Kuramoto  to  explain  that  there  is  no  one 
Asian  culture.  Similarly,  Asians  and  Pacific  Islanders  are  fre- 
quently linked  together,  and  under  such  a  classification  many 
groups  are  combined,  although  each  has  a  distinct  culture.  There- 
fore, Kuramoto  limits  the  central  discussion  in  his  chapter  to  the 
largest  Asian- American  populations:  Chinese,  Japanese,  and  Ko- 
reans. The  States  with  the  highest  concentration  of  Asian  and 
Pacific  Islanders  are  California,  New  York,  Illinois,  and  Texas. 

One  chapter  is  specifically  devoted  to  Pacific  Islanders  who 
are  described  as  a  distinct  people  from  Polynesia,  Micronesia, 
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and  Melanesia.  Hawaiians,  Samoans,  and  Tongans  are  listed  as  the 
largest  Polynesian  groups.  The  largest  population  among  the  Mi- 
cronesian  groups  are  the  Chamorro/Guamanians;  the  Fijuans  are 
the  largest  population  in  the  Melanesian  group.  Seventy-five  per- 
cent of  American  Pacific  Islanders  live  in  Hawaii  and  California. 

Mokuau' s  review  of  the  literature  suggests  that  the  experi- 
ence of  immigration  can  create  many  situations  leading  to  family 
conflicts  and  generational  gaps  with  the  potential  for  contribut- 
ing to  AODA.  This  can  be  seen  among  the  Samoans,  who  began 
migrating  to  the  United  States  in  1950.  She  states  that  in  moving 
from  an  agrarian  culture  to  an  industrialized  culture,  Samoans 
found  it  difficult  to  work  as  a  communal  unit  and  subsist  on  foods 
from  the  land  and  sea  in  a  country  that  values  individualism. 

Pacific  Islanders  place  great  value  on  relationships  and  respect 
for  and  living  in  harmony  with  nature.  They  believe  that  spirits  exist 
and  play  a  central  role  in  their  lives.  Mokuau  points  out  that  spirits, 
nature,  and  people  are  related  and  accepted  as  being  one. 

For  each  of  the  different  cultural  groups  among  Polynesian, 
Micronesian,  and  Melanesian  peoples,  Mokuau  details  the  rea- 
sons they  give  for  drinking  (for  example,  Hawaiian  youth  get 
together  to  drink  and  talk  story)  and  the  health  consequences 
among  the  populations  for  abuse  of  alcohol.  For  example,  many 
Hawaiian  youth  drink  an  excessive  amount  of  beer,  and  the  high 
incidence  rate  of  esophageal  cancer  may  be  an  outcome. 

As  other  authors  indicate  in  their  chapters,  Mokuau  stresses 
the  importance  of  having  prevention  messages  and  other  services 
delivered  by  someone  of  the  group's  own  culture.  Other  ways  to 
enhance  cultural  responsiveness  to  prevention  strategies,  accord- 
ing to  Mokuau,  are  to  use  youth  when  targeting  messages  to  this 
population  and  to  incorporate  the  value  of  relationships  by  hav- 
ing respected  elders  play  a  central  role  in  AOD  abuse  prevention. 

Moran  and  May  think  that  reordering  the  prevention  stages 
and  approaches,  beginning  with  tertiary,  then  secondary,  and 
finally  primary  has  promise  for  American  Indian  communities. 
Based  on  this  premise,  they  describe  programs  in  each  prevention 
area  and  give  evaluative  comments.  In  secondary  prevention,  for 
example,  school-based  programs  emphasize  information  about 
the  effects  and  consequences  of  AOD  abuse.  Citing  the  literature 
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about  school-based  programs,  Moran  and  May  found  that  suc- 
cessful programs  tried  to  build  self-esteem,  improve  resistance 
to  peer  pressure,  and  increase  awareness  about  the  dangers 
associated  with  AOD  abuse. 

Moran  and  May  state  that  the  scientific  data  do  not  suffi- 
ciently support  the  commonly  held  belief  that  Indians  are  geneti- 
cally predisposed  to  alcohol.  Evidence  does  suggest,  however, 
that  many  Indians  have  internalized  the  stereotype  of  the 
"drunken  Indian."  In  a  similar  manner  this  is  consistent  with 
Holmes'  and  Hodge's  account  of  how  some  gay  men  and  lesbian 
women  are  as  homophobic  as  some  people  in  the  heterosexual 
community.  In  both  instances,  it  is  important  to  direct  prevention 
efforts  to  educating  people  within  the  cultural  truth,  thus  de- 
stroying methods  that  frequently  lock  them  into  self -destructive 
behavior  and  low  self-expectations. 

The  authors  have  made  superb  contributions  to  the  social 
work  curriculum  about  cultural  competence  in  prevention  and 
treatment  of  AOD  abuse.  Each  author  clearly  demonstrates  that 
cultural  knowledge  must  form  the  foundation  on  which  cultural 
competence  is  built.  The  lens  through  which  cultural  groups  view 
their  problems  with  AOD  must  reflect  an  understanding  of  the 
way  different  groups  see  and  operate  in  their  cultural  world.  The 
National  Association  of  Social  Work  is  to  be  commended  for  its 
leadership  role  in  making  this  document  possible. 

Frances  Larry  Brisbane,  Ph.D. 
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Introduction 

The  purpose  of  this  chapter  is  provide  a  guide  to  the  literature 
dealing  with  the  prevention  of  alcohol  and  other  drug  abuse 
(AODA)  among  American  Indians.  As  a  guide,  rather  than  a 
critical  review,  the  chapter  provides  an  overview  of  a  wide  range 
of  potentially  useful  approaches.  This  strategy  was  chosen  be- 
cause the  extreme  heterogeneity  of  the  American  Indian  popula- 
tion requires  that  social  work  professionals  explore  many  options 
and  tailor  their  prevention  approaches  to  specific  communities. 
Thus,  a  broad  review  covering  many  approaches  is  more  useful 
than  an  indepth  critical  review  of  fewer  strategies. 

It  should  be  noted  that  while  this  chapter  focuses  on  prevent- 
ing AODA,  most  of  the  literature  regarding  American  Indians 
primarily  addresses  alcohol.  However,  drugs  other  than  alcohol 
also  present  problems  in  Indian  communities.  Recent  works  by 
Okwumabua  and  Duryea  (1987),  Swaim  and  colleagues  (1989), 
Beauvais  (1992b),  and  Mail  and  Johnson  (1993)  provide  good 
overviews  of  the  range  of  drugs  and  related  problems  experi- 
enced by  American  Indians.  For  example,  inhalants  are  fre- 
quently abused  by  Indian  youth,  especially  by  young  adolescents 
before  they  gain  access  to  alcohol  (Beauvais  et  al.  1985b;  Wingert 
1982);  use  of  marijuana  is  highly  variable  across  different  Indian 
groups,  but  it  appears  to  be  higher  among  Indian  youth  than 
among  non-Indian  youth  (Mail  and  Johnson  1993);  heroin  use  is 
very  low  among  Indian  people  (Bachman  et  al.  1991);  and  cocaine 
use  is  similar  for  Indians  and  non-Indians  (Beauvais  et  al.  1985W. 
After  reviewing  the  evidence  from  several  national  studies,  Mail 
and  Johnson  (1993)  concluded  that  the  availability  and  predict- 
ability of  results  have  made  and  continue  to  make  alcohol  the 
drug  of  choice  among  Indian  people. 

A  consequence  of  alcohol  being  the  preferred  drug  is  that 
alcohol  abuse  represents  a  major  problem  for  many  Indian  com- 
munities. For  example,  as  a  group,  American  Indians  and  Alaska 
Natives  experience  high  rates  of  diseases  of  the  heart,  cancer, 
diabetes,  and  injuries  or  death  due  to  accidents  (Indian  Health 
Service  1991a).  An  important  observation  is  that  alcohol  abuse 
plays  a  significant  role  in  these  problems.  Alcohol  is  a  major 


factor  in  5  of  the  10  leading  causes  of  mortality  for  American 
Indians  (Indian  Health  Service  1992).  Morbidity  data  also  indi- 
cate that  alcohol  abuse  is  a  major  contributing  factor  to  health 
problems  among  this  population.  Both  inpatient  and  outpatient 
data  of  the  Indian  Health  Service  (IHS)  show  alcohol-related 
trauma  and  diseases  to  be  frequent  reasons  for  health  care  and 
disability  (Hisnanick  and  Erickson  1993;  Indian  Health  Service 
1993).  More  recently,  Walker  and  colleagues  (1994)  found  that 
among  persons  newly  discharged  from  Veterans  Affairs  hospi- 
tals, American  Indian  veterans  had  twice  the  rate  (45  percent)  of 
alcohol  dependence  that  non-Indian  veterans  had.  Because  of  the 
magnitude  of  the  problems  related  to  alcohol,  most  of  the  litera- 
ture (and  hence  this  chapter)  focuses  mainly  on  issues  related  to 
prevention  programs  that  targeted  alcohol  abuse  among  Ameri- 
can Indians. 

This  chapter  begins  with  an  overview  of  characteristics  of  the 
American  Indian  population  that  provide  important  background 
information  for  social  workers  planning  to  work  with  this  popu- 
lation. Next,  the  extent  of  the  problem  of  alcohol  abuse  is  de- 
scribed, particularly  as  it  is  reflected  in  American  Indian 
mortality  data.  This  text  also  explores  some  of  the  common  myths 
concerning  Indians  and  alcohol.  Also  included  is  a  guide  to  the 
literature  on  preventing  alcohol-related  problems  among  the 
Indian  populations  and  a  set  of  recommendations  that  can  en- 
hance the  operation  of  prevention  programs  within  Indian  com- 
munities. 

The  American  Indian  Population 

The  term  American  Indian,  rather  than  Native  American,  is  used 
throughout  this  chapter.  The  reason  for  this  choice  is  that  Native 
American,  in  addition  to  referring  to  indigenous  peoples,  can  also 
refer  to  descendants  of  immigrants  from  other  nations.  Thus,  the 
term  Indian  or  American  Indian  is  now  more  common  in  everyday 
usage  and  in  literature  addressing  this  population.  Further,  for 
this  paper,  the  term  Indian  or  American  Indian  is  inclusive  of 
Alaska  Natives. 


The  1990  census  counted  1,959,873  American  Indians  in  the 
United  States  (U.S.  Bureau  of  the  Census  1991).  It  should  be  noted 
that  this  group  of  people  is  characterized  by  its  heterogeneity 
rather  than  its  homogeneity.  For  example,  as  of  1993,  there  were 
341  federally  recognized  tribes,  as  well  as  another  111  tribal 
groups  seeking  Federal  recognition  (Hirschfelder  and  Montano 
1993).  While  some  similarities  exist  across  tribal  groups,  there  is 
also  a  great  deal  of  cultural  variation.  For  example,  there  are  17 
distinct  cultural  areas  (Manson  et  al.  1992)  and  more  than  200 
different  Indian  languages  currently  spoken  (Fleming  1992). 

In  addition  to  tribal  differences,  American  Indians  differ 
greatly  by  degree  of  Indian  ancestry;  this  is  an  important  issue, 
since  American  Indians  are  the  only  ethnic  group  in  the  United 
States  that  is  legally  defined  by  degree  of  ancestry.  The  degree  of 
Indian  ancestry  is  referred  to  as  blood  quantum,  with  25  percent 
Indian  blood  being  the  most  commonly  accepted  minimum 
threshold  for  tribal  membership.  Throughout  the  20th  century, 
mixed-blood  Indians  have  outnumbered  full-blood  Indians  (Wil- 
son 1992).  This  point  draws  attention  to  the  social  versus  biologi- 
cal definition  of  who  is  an  Indian  and  calls  the  genetics-based 
explanations  of  Indian  drinking  into  question. 

Geographically,  Indian  populations  tend  to  cluster  in  the 
Western  States,  with  66  percent  of  all  Indians  living  in  10  States. 
Eight  of  these  10  are  in  the  West  or  Midwest  (Hodgkinson  et  al. 
1990;  Snipp  1989).  While  Indians  are  often  thought  of  as  living 
mainly  on  reservations,  only  about  35  percent  actually  do  so  (U.S. 
Bureau  of  the  Census  1991).  Finally,  as  a  result  of  a  birth  rate  that 
has  consistently  been  twice  that  of  the  U.S.  average,  the  Indian 
population  is  young.  The  median  age  of  the  Indian  population 
was  24.2  years  in  1990,  compared  to  34.4  years  for  U.S.  Whites 
(Indian  Health  Service  1993). 

Extent  of  the  Problem 

Alcohol  takes  a  disproportionate  toll  among  American  Indians. 
An  overall  indicator  of  this  toll  is  that  Indians  have  a  higher  rate 
of  alcohol-related  death  than  the  general  U.S.  population  has 
(May,  in  press).  This  is  especially  true  in  the  under-45  age  group. 


For  example,  in  the  age  group  25-34,  Indian  males  die  2.8  times 
more  frequently  than  non-Indian  males  from  motor  vehicle 
crashes,  2.7  times  more  from  other  accidents,  2.0  times  more  from 
suicide,  1.9  times  more  from  homicide,  and  6.8  times  more  fre- 
quently from  alcoholism  (alcohol  dependence  syndrome,  alco- 
holic psychosis,  and  chronic  liver  disease  and  alcoholic  cirrhosis) 
(May,  in  press). 

Further  evidence  of  the  problem  is  seen  in  the  percentage  of 
all  Indian  deaths  that  involved  alcohol.  For  1986  through  1988, 
motor  vehicle  crashes,  other  accidents,  suicide,  homicide,  and 
alcoholism  caused  a  total  of  5,781  American  Indian  deaths.  On 
the  basis  of  an  approximation  of  alcohol  involvement  developed 
by  May  (1989a),  a  total  of  3,656  of  these  deaths  are  estimated  to 
have  involved  alcohol.  This  represents  16.7  percent  of  the  21,943 
Indian  deaths  from  all  causes  in  these  years.  The  percentages  of 
alcohol-involved  deaths  by  gender  were  26.5  percent  for  males 
and  13.2  percent  for  females  (May  1989a;  May,  in  press). 

This  difference  in  alcohol-involved  deaths  by  gender  is  im- 
portant. While  Indian  males  have  higher  rates  of  death  than 
Indian  females  for  all  types  of  alcohol-involved  causes  and  in  all 
age  groups,  alcohol  has  major  negative  consequences  for  Indian 
females.  For  example,  Indian  females  aged  25  to  34  die  1.4  to 
12  times  more  frequently  of  alcohol-involved  causes  than  non-In- 
dian females  (May,  in  press). 

These  data  seem  to  support  the  common  view  that  Leland 
(1976)  described  in  her  book,  Firewater  Myths.  Leland  pointed  out 
that  many  people  believe  that  Indians  are  inclined  to  develop  an 
excessive  craving  for  alcohol  and  to  lose  control  of  their  behavior 
when  they  drink.  Most  often  this  view  is  couched  in  terms  of  a 
genetic  predisposition  to  alcohol  (Mail  and  McDonald  1980).  Of 
particular  concern,  from  a  prevention  perspective,  is  that  many 
Indian  people  also  accept  the  myth  or  stereotype  of  the  "drunken 
Indian,"  that  is,  the  idea  that  Indians  are  somehow  different  from 
non-Indians  in  their  susceptibility  to  alcohol.  For  example,  a 
majority  (63  percent)  of  the  Navajo  people  believe  that  Indians 
have  a  special  physiological  weakness  to  the  effects  of  alcohol 
(May  and  Smith  1988).  Sage  and  Burns  (1993)  found  that  Indian 
adolescents,  particularly  males,  attributed  Indian  drinking  prob- 


lems  to  being  "in  the  blood."  These  adolescents  tended  to  use  the 
heredity  or  genetic  explanation  of  Indian  drinking  as  an  excuse 
for  their  own  abuse  of  alcohol.  Despite  its  common  acceptance, 
many  components  of  the  myth  are  inaccurate  (Leland  1976; 
Westermeyer  1974),  and  no  major  deficit  in  the  rate  of  alcohol 
metabolism  or  any  other  particular  physiological  predisposition 
to  alcohol  abuse  has  been  documented  in  the  scientific  literature 
to  date  (Mail  and  Johnson  1993;  May  1989a;  Reed  1985;  Schaefer 
1981). 

However,  from  the  mortality  data  presented  above,  it  is 
evident  that  alcohol  wreaks  destruction  among  American  Indi- 
ans: Indian  males  have  a  greater  problem  with  alcohol-involved 
death  than  Indian  females;  alcohol-involved  mortality  data  are 
worse  for  both  Indian  males  and  females  than  the  overall  U.S. 
averages;  and  the  disparity  between  Indians  and  the  U.S.  general 
population  is  greatest  in  the  younger  age  groups  (May  1986, 
1989a). 

Since  there  is  little  scientific  support  for  the  belief  that  Indians 
are  genetically  predisposed  to  alcohol,  what  explains  the  severe 
alcohol  problems  experienced  by  Indian  communities  as  re- 
flected in  the  higher  rates  of  mortality  described  above?  The 
answer  comes  from  understanding  the  variation  in  alcohol  use 
among  American  Indians.  Just  as  there  is  heterogeneity  along 
other  dimensions,  there  is  a  great  deal  of  diversity  in  the  manner 
in  which  alcohol  is  used  by  Indian  people.  One  measure  of  this 
variation  is  presented  by  May  (1982)  in  a  report  on  studies  that 
examined  the  prevalence  of  alcohol  use  in  different  Indian  com- 
munities. Compared  to  the  overall  U.S.  prevalence  of  67  percent 
to  68  percent  (NIAAA  1981),  the  Navajo  of  the  Southwest  had  a 
rate  of  only  30  percent  (Levy  and  Kunitz  1974).  The  Standing 
Rock  Sioux  of  South  Dakota  were  at  about  the  same  as  the  U.S. 
figure,  at  69  percent  (Whittacker  1962,  1982),  while  the  Ute  of 
Southern  Colorado  (Jessor  et  al.  1968)  and  the  Ojibwa  of  the 
Brokenhead  Reserve  in  Canada  (Longclaws  et  al.  1980)  were  both 
higher  at  about  80  percent.  From  these  studies,  it  is  seen  that  not 
all  Indian  people  use  alcohol;  in  fact,  some  groups  such  as  the 
Navajo  abstain  from  any  alcohol  use  at  twice  the  rate  of  the 
general  U.S.  population. 


Perhaps  more  to  the  point  regarding  variation  in  alcohol  use 
among  American  Indians  is  the  literature  that  examines  drinking 
styles  (Levy  and  Kunitz  1974;  Weisner  et  al.  1984).  The  most 
frequently  described  styles  are  abstinence,  recreational,  anxiety, 
and  moderated  social  drinking  (Ferguson  1968;  May  1982,  1989a). 
Of  these  four,  only  the  recreational  and  the  anxiety  styles  are 
linked  to  the  problems  outlined  above.  In  other  words,  absti- 
nence, very  common  among  many  tribes  (see  May  1989a),  par- 
ticularly among  middle-aged  and  older  persons,  obviously 
causes  no  alcohol-related  problems.  Similarly,  many  Indians 
tend  to  drink  as  do  others  in  the  strata  of  society  to  which  they 
are  attached  (see  Levy  and  Kunitz  1974;  Liban  and  Smart  1982). 
Many  Indians,  therefore,  tend  to  practice  a  moderated  or  light 
social  drinking  style,  which  produces  few  or  no  problems  related 
to  morbidity,  mortality,  arrest,  or  other  health  or  social  problems. 

On  the  other  hand,  Ferguson  (1968)  described  the  subgroups 
of  recreational  and  anxiety  drinkers  that  are  also  common  among 
most  Indian  communities.  The  recreational  drinker  is  typically  a 
young  male  who  drinks  with  friends  (predominantly  male,  but 
in  mixed  groups  as  well)  for  weekends,  parties,  special  occasions, 
and  other  social  events.  As  with  other  groups  of  young  persons, 
drinking  and  intoxication  are  important  for  social  cohesion  and 
are  generally  highly  valued.  Recreational  drinking  among  Indian 
groups  of  many  tribes  may  be  different  from  some  other  groups 
in  the  United  States  only  in  matters  of  degree  and  cultural  mean- 
ing. As  described  by  many  authors,  Indian  recreational  drinking 
is  more  rapid  and  more  forced,  and  the  "bouts"  are  extended  over 
long  nights,  entire  weekends,  and  for  other  lengthy  periods 
(Dozier  1966;  Hughes  and  Dodder  1984;  Lurie  1971;  Savard  1968; 
Weisner  et  al.  1984).  Very  high  blood  alcohol  concentrations  are 
commonly  found  in  Indians  who  practice  this  style  of  drinking. 

Anxiety  drinkers  tend  to  be  older,  and  they  drink  chronically, 
are  more  solitary,  and  are  generally  physically  addicted  to  alco- 
hol. They  generally  drink  cheap  wine  and  beer  and  supplement 
with  hard  liquor,  but  they  will  consume  almost  any  alcoholic 
beverage  available.  They  also  use  nonbeverage  items  that  contain 
alcohol,  such  as  hair  spray,  aftershave,  and  Lysol.  Anxiety  drink- 
ers are  mostly  unemployed,  live  in  border  towns  and  skid  row 
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areas,  and  are  not  usually  associated  with  the  mainstream  of 
society  of  their  tribe  or  of  Western  society.  Most  anxiety  drinkers 
are  ostracized  to  a  great  degree,  whereas  the  recreational  drinkers 
may  be  in  the  mainstream  of  society  and  associated  with  abusive 
peer  clusters  only  when  drinking. 

These  two  patterns,  the  recreational  and  anxiety  drinking, 
represent  the  types  of  alcohol-abusing  or  alcohol  problem- 
generating  styles  that  account  for  most  of  the  problems  related  to 
alcohol  in  Indian  communities.  It  is  from  these  two  groups  that 
the  stereotype  of  the  "drunken  Indian"  gains  meaning.  The  peo- 
ple involved  in  these  two  styles  of  drinking  do  not  include  all 
Indian  people.  However,  the  problems  encountered  by  these 
drinkers  do  constitute  a  significant  problem  (e.g.,  the  mortality 
rates  reported  above)  for  Indian  communities. 

From  these  data,  the  need  for  programs  for  preventing  alco- 
hol-involved problems  is  evident.  However,  differences  by  tribal 
group,  cultural  orientation,  degree  of  Indian  ancestry,  and  resi- 
dency (i.e.,  reservation  vs.  urban)  make  it  difficult  to  prescribe 
what  prevention  efforts  should  look  like.  Keeping  this  heteroge- 
neity in  mind,  what  then,  does  the  literature  tell  us  about  alcohol 
abuse  prevention  among  American  Indians? 

The  Literature  on  Prevention 

The  criterion  for  inclusion  of  articles  in  this  chapter  was  an 
assessment  of  their  utility  for  alcohol-related  prevention  activi- 
ties. In  some  cases,  the  works  are  more  concerned  with  etiology 
than  application,  and  others  describe  specific  strategies  of  pre- 
vention. Nevertheless,  the  basic  insights  in  the  articles  reviewed 
hold  promise  for  reducing  alcohol-related  problems.  As  stated 
previously,  this  chapter  is  a  guide  to  the  literature  to  help  develop 
prevention  efforts  with  this  population,  not  a  critical  review  of 
the  research  literature.  It  should  also  be  stressed  again  that  the 
heterogeneity  of  the  American  Indian  population  makes  it  diffi- 
cult to  generalize  specific  interventions. 

This  chapter  should  be  useful  to  social  workers  pursuing 
applied  programs  of  alcohol  abuse  prevention.  An  attempt  has 
been  made  to  focus  on  ideas  and  alcohol  programs  that  are 
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primarily  prevention  oriented,  rather  than  treatment  oriented. 
The  emphasis  is  on  tertiary,  secondary,  and  primary  prevention, 
including  comprehensive  programs  that  address  more  than  one 
level.  Because  some  of  the  programs  have  diverse  elements  that 
address  multiple  levels,  categorization  in  this  chapter  is  intended 
to  reflect  the  predominant  theme  of  the  programs. 

Overview  Articles 

Several  articles  identifying  key  issues  related  to  the  prevention 
of  AODA  among  Indians  have  been  published.  Most  of  this 
literature  focuses  on  young  persons.  Alcohol,  marijuana,  and 
inhalants  are  the  three  drugs  most  commonly  abused  by  Indian 
youth.  Indian  youth  generally  report  they  use  alcohol  as  fre- 
quently or  more  frequently  than  other  youth  in  the  United  States. 
For  example,  by  the  12th  grade,  lifetime  prevalence  of  alcohol  use 
is  quite  high:  96  percent  for  Indian  males,  and  92  percent  for 
females  (Oetting  and  Beauvais  1989).  But  the  major  difference 
between  Indian  youth  data  and  U.S.  youth  averages  is  found  in 
measures  dealing  with  age  at  first  involvement  and  degree  of 
involvement. 

The  age  at  first  involvement  with  alcohol  is  younger  for 
Indian  youth,  the  frequency  and  amount  of  drinking  are  greater, 
and  the  negative  consequences  are  more  common  (Beauvais  et 
al.  1985a;  Forslund  and  Cranston  1975;  For slund  and  Meyers 
1974;  Hughes  and  Dodder  1984;  Oetting  et  al.  1988).  Oetting  and 
colleagues  (1989)  have  found  that  at  all  ages  and  grades,  a  greater 
percentage  of  Indian  youth  are  more  heavily  involved  with  alco- 
hol than  non-Indians  are. 

Several  studies  indicate  that  this  is  both  encouraged  and 
expected  among  many  peer  groups  as  the  'Indian  thing  to  do" 
(Winfree  and  Griffiths  1983W.  By  12th  grade,  80  percent  of  Indian 
youth  are  current  drinkers,  but  there  is  some  variation  from 
reservation  to  reservation  (May  1982).  Severity  measures  show 
that  Indian  youth  who  drink  are  more  likely  to  report  having 
been  drunk  and  to  have  "blacked  out"  (Oetting  and  Beauvais 
1989). 
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The  Indian  patterns  over  time  are  similar  to  general  U.S.  high 
school  data,  which  show  an  increase  in  drinking  and  marijuana 
use  through  1980,  and  subsequent  declines  after  1980.  That  is, 
Indian  youth  have  reported  reduced  use  of  alcohol  and  other 
drugs  ( AOD)  in  recent  years  (Oetting  and  Beauvais  1989;  Winfree 
and  Griffiths  1983fl).  However,  the  subgroup  of  Indian  youth 
who  indicate  heavy  use  has  not  declined  but  rather  has  remained 
steady  at  17  percent  to  20  percent  (Beauvais  1992b). 

The  youth  most  likely  to  abuse  alcohol  are  those  tied  to 
AOD-abusing  "peer  clusters."  Also,  Indian  youth  who  do  not  do 
well  in  school,  who  do  not  strongly  identify  with  Indian  culture, 
and  who  come  from  families  who  also  abuse  alcohol  (Guyette 
1982)  are  more  likely  to  abuse  AOD.  The  findings  of  Oetting  and 
Beauvais  (1989)  further  characterize  AOD  abusers  as  having  poor 
school  adjustment,  weak  religious  and  spiritual  foundations, 
poor  family  and  peer  group  associations,  and  little  hope  for  the 
future.  On  the  other  hand,  Indian  youth  with  strong  attachments 
to  families  in  which  culture  and  school  are  valued  and  abusive 
drinking  is  neither  common  nor  positively  valued  tend  to  be  less 
likely  to  get  seriously  involved  with  AOD. 

Low  self-esteem,  depression,  anxiety,  and  other  negative 
emotional  states,  taken  independently,  are  not  highly  influential 
or  discriminating  in  alcohol  abuse  among  Indian  youth  (Oetting 
and  Beauvais  1989;  Oetting  et  al.  1988).  Biculturalism  (the  ability 
to  function  well  in  both  tribal,  Indian  society  and  the  modern, 
Western  world)  tends  to  have  a  low  association  with  AODA  or 
other  predisposing  variables  (Oetting  and  Beauvais  1990-91; 
Moran  et  al.,  in  press).  In  their  most  recent  works,  Swaim  and 
colleagues  (1993)  emphasize  resocialization  (the  learning  or  re- 
learning  of  modes  of  adjustment  to  life  that  are  AOD  free)  in  the 
family,  schools,  peer  groups,  and  religious  institutions  as  preven- 
tive of  AOD  abuse  among  Indian  youth  (Beauvais  1992a;  Swaim 
et  al.  1993). 

With  these  overview  articles  as  background,  this  chapter  now 
turns  to  specific  prevention  approaches.  May  and  colleagues 
(1993)  describe  seven  steps  that  are  useful  in  developing  ap- 
propriate community-based  prevention  programs:  (1)  listen, 
(2)  develop  a  relationship  and  rapport,  (3)  dialog,  (4)  avoid 
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polarization,  (5)  maintain  ongoing  dialog  and  roll  with  any  resis- 
tance, (6)  provide  a  menu  of  options,  and  (7)  help  the  community 
initiate  options  on  its  own.  The  following  text  covers  tertiary, 
secondary,  and  then  primary  programs,  because  this  ordering 
represents  a  progression  from  a  more  traditional  and  somewhat 
limited  view  of  prevention  to  broader  approaches  that  hold  more 
promise  for  Indian  communities. 

Tertiary  Prevention  Programs 

Tertiary  prevention  consists  of  measures  taken  to  reduce  existing 
impairments  and  disabilities  and  to  minimize  suffering  caused 
by  severe  alcohol  abuse  or  alcohol  dependence  (adapted  from 
Last  1983).  Programs  that  emphasize  tertiary  strategies  with 
Indian  alcohol  abuse  are  covered  in  table  1.  The  first  three  listings, 
Shore  and  Von  Fumetti  (1972),  Wilson  and  Shore  (1975),  and 
Weibel-Orlando  (1989)  describe  the  typical  methods  used  in 
Indian  alcohol  treatment  programs  and  also  the  tertiary  preven- 
tion issues  that  are  important  to  consider  with  adult  Indian 
alcoholics. 

For  example,  Weibel-Orlando  (1989)  reports  on  a  survey  of 
26  federally  funded  rural  and  urban  treatment  programs.  She 
compared  them  across  factors  such  as  ethnicity  of  staff,  strength 
of  Alcoholics  Anonymous  (AA)  affiliation,  cooperation  with 
tribal  healers,  and  treatment  effectiveness.  Most  of  the  programs 
were  staffed  mostly  by  Indian  persons.  This  was  positive,  be- 
cause non-Indian  counselors  often  faced  reactions  between  overt 
hostility  to  sullen  resistance.  Most  of  the  programs  had  a  strong 
AA  affiliation,  which  was  seen  as  related  to  the  AA  background 
of  most  of  the  counselors. 

Most  of  the  programs  were  accommodating  to  cultural  prac- 
tices, at  least  to  a  limited  extent,  through  display  of  Indian  posters 
and  handicrafts.  Several  included  such  practices  as  sweats  and 
praying  with  a  sacred  pipe.  However,  traditional  Indian  healers 
played  only  a  minor  role  in  the  26  programs.  Weibel-Orlando 
states  that  several  of  the  medicine  men  she  interviewed  expressed 
doubt  that  traditional  healing  practices  are  appropriate  in  typical 
treatment  settings.  Further,  they  indicated  that  most  traditional 


healing  is  tribal  specific  and  not  available  to  outsiders.  Docu- 
menting treatment  effectiveness  proved  elusive  in  this  study. 
Program  directors  could  provide  only  anecdotal  accounts  of 
posttreatment  abstinence  from  drinking.  In  effect,  none  of  the 
programs  had  carried  out  systematic  evaluation  of  their  out- 
comes. She  concludes  by  calling  for  both  more  local  focus  on 
treatment  programs  to  enable  increased  cultural  involvement 
and  more  systematic  evaluation  to  document  treatment  out- 
comes. 


Table  1 


TERTIARY  LEVEL  PREVENTION 

Author 

Topic;  Target  Groups 

Shore  and  Von  Fumetti  (1972) 

Three  adult  alcohol  treatment 
programs;  Northwest  Indians 

Wilson  and  Shore  (1975) 

One  adult  alcohol  treatment 
program;  Northwest  Indians 

Weibel-Orlando(1989) 

Descriptions  of  26  adult  alcohol 
treatment  programs;  Far  West 

Ferguson  (1968, 1970, 1976) 
Savard(1968) 


Etiology  and  description  of 
treatment  and  intervention 
(including  Antabuse)  with  chronic 
adult  alcoholics;  Navajo 


Westermeyer  and  Peake  (1983) 


Etiology  and  evaluative  followup 
of  adult  alcoholics;  Chippewa 


Albaugh  and  Anderson  (1974) 
Pascarosa  and  Futterman  (1976) 
Blum,  Futterman,  and  Pascarosa 
(1977) 


The  use  of  Native  American 
church  rituals  and  the 
sacramental  use  of  peyote  to 
treat  alcoholism  among  adults; 
Plains  tribes 


Masis  and  May  (1991) 


Fetal  alcohol  syndrome  (FAS) 
prevention  through  focus  on 
chronic  alcohol  abusing  women 
at  high  risk  for  causing  FAS;  Navajo 
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The  articles  by  Ferguson  (1968, 1970, 1976)  and  Savard  (1968) 
describe  the  use  of  Antabuse™  (disulfiram),  arrest  diversion, 
milieux  change,  and  other  tertiary  methods  of  prevention  and 
intervention  with  chronic  alcoholics.  Ferguson  (1970)  reports  on 
a  Navajo  treatment  program  involving  detoxification,  court- 
ordered  use  of  disulfiram,  staff  monitoring  and  assistance  in 
taking  the  disulfiram,  counseling  with  the  assistance  of  interpret- 
ers, and  employment  and  welfare  aid.  A  key  outcome  used  for 
this  study  was  cessation  of  destructive  drinking  as  measured  by 
a  decrease  in  drinking-related  arrests.  During  the  18-month  treat- 
ment period,  arrests  fell  by  78  percent,  with  about  one-third  of 
the  115  persons  in  treatment  having  no  arrests. 

Admittedly,  the  subjects  of  this  study  were  extreme  examples 
of  alcohol  abuse.  However,  since  this  type  of  subject  accounts  for 
much  of  the  official  Indian  alcohol  arrest  data,  the  positive  results 
from  the  use  of  disulfiram  along  with  social  supports  is  impor- 
tant. It  was  also  found  that  those  who  had  stronger  ties  to  more 
traditional  culture  fared  better  than  those  with  weaker  traditional 
ties. 

Ferguson  (1976)  elaborates  on  this  latter  point  in  a  second 
article,  in  which  she  applies  "stake  theory"  to  the  Navajo  subjects 
in  the  chronic  alcoholic  study.  Stake  theory  holds  that  those  who 
have  a  stake  in  society  will  conform  to  society's  norms  and 
demonstrate  less  deviance  such  as  alcohol  abuse.  Applying  this 
lens  to  the  chronic  alcoholic  subjects  produced  the  following 
results:  those  with  a  stake  in  the  Navajo  society  or  a  stake  in 
Western  society  responded  better  than  those  with  a  stake  in 
neither.  However,  those  with  a  stake  in  both  Navajo  society  and 
Western  society  had  the  most  success  in  terms  of  the  24-month 
outcome.  This  is  an  important  finding  and  one  that  corresponds 
with  the  findings  of  Oetting  and  Beauvais  (1990-91)  and  Moran 
and  colleagues  (in  press)  regarding  bicultural  competence.  These 
authors  found  increased  levels  of  psychological  well-being,  such 
as  higher  self-esteem  and  more  internal  locus  of  control,  and 
fewer  problem  behaviors  among  Indian  adolescents  who  identi- 
fied strongly  with  both  their  Indian  culture  and  Western  culture 
versus  those  who  identified  with  only  one  or  with  neither.  The 
implication  here  is  that  programs  at  all  levels  of  prevention  can 
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probably  benefit  by  consciously  addressing  issues  of  culture  in  a 
manner  that  fosters  stronger  identification  and  thus  enhances 
participants'  stake  in  both  their  Indian  society  and  Western  society. 

Westermeyer  and  Peake's  (1983)  study  is  unique  in  that  it 
consists  of  a  10-year  treatment  followup  interview  with  45  Indian 
alcoholics.  At  the  time  of  the  10-year  interview,  7  had  improved, 
7  remained  unchanged  in  their  alcohol  use,  19  were  doing  worse, 
9  had  died,  and  3  could  not  be  located.  Factors  associated  with 
doing  better  were  stable  employment,  good  economic  and  living 
conditions,  strong  interpersonal  relationships,  and  little  depression. 
These  factors  were  not  present  for  those  doing  worse.  While  not  a  causal 
argument,  these  data  point  to  the  importance  of  some  of  the  compo- 
nents of  primary  prevention  efforts  described  later  in  this  chapter. 

Also  included  in  the  tertiary  level  literature  are  three  articles 
describing  the  therapeutic  efficacy  of  using  the  values,  beliefs, 
structure,  and  rituals  of  the  Native  American  church  to  treat  and 
prevent  further  problems  from  alcoholism.  Albaugh  and  Ander- 
son (1974),  Pascarosa  and  Futterman  (1976),  and  Blum  and  col- 
leagues (1977)  all  describe  Native  American  church  practices  and 
peyote  as  therapeutic  agents  that  can  treat  problems  with  alco- 
holism. The  latter  two  articles,  however,  emphasize  the  pharma- 
cology more  than  Albaugh  and  Anderson,  who  emphasize  the 
social  and  behavioral  aspects. 

The  final  article  in  table  1,  Masis  and  May  (1991),  describes  a 
fetal  alcohol  syndrome  (FAS)  prevention  program  in  Arizona 
that  is  highly  focused  on  chronic  alcoholic  women.  The  tertiary 
goals  are  to  prevent  alcohol  damage  (FAS  or  lesser  alcohol- 
related  birth  defects)  among  children  yet  to  be  born  to  mothers 
who  have  already  had  one  damaged  child  or  are  drinking  heavily 
while  pregnant.  The  program  provides  extensive  case  manage- 
ment using  counseling,  social  support,  birth  control,  and  treat- 
ment for  alcoholism. 

Secondary  Prevention  Programs 

Secondary  prevention  uses  measures  available  to  individuals 
and  populations  for  early  detection  within  high-risk  groups  and 
prompt  and  effective  intervention  to  correct  or  minimize  alcohol 
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abuse  in  the  earliest  years  of  onset  (adapted  from  Last  1983).  The 
secondary  prevention  resources  presented  here  focus  on  groups 
and  individuals  within  those  groups,  rather  than  on  the  entire 
community,  environment,  or  structural  conditions. 

Alcohol  and  Mental  Health  Programs 
The  articles  in  table  2  concern  secondary  AODA  prevention 
carried  out  within  the  context  of  mental  health  programs.  Many, 
if  not  most,  of  the  problems  that  come  to  the  attention  of  mental 
health  programs  involve  comorbidity  with  AOD  consumption 
(May  1982).  Therefore,  AODA  prevention  has  often  been  devel- 
oped in  mental  health  programs.  Of  the  eight  articles  of  this 
nature,  six  are  in  a  mental  health  or  suicide  prevention  context, 
one  is  in  an  alcoholism  treatment  context  (Silk- Walker  et  al.  1988), 
and  two  are  in  the  context  of  a  community  mental  health  initiative 
(Parker  et  al.  1991;  Shore  and  Kofoed  1984).  These  articles  under- 
score the  many  possibilities  for  initiating  prevention  in  all  types  of 
mental  health  and  alcoholism  programs.  For  example,  Silk- Walker 
and  colleagues  (1988)  describe  the  necessity  for  prevention  of  alco- 
hol problems  to  be  undertaken  within  families.  Stabilization  of 
at-risk  families  through  skills  training  of  spouses  and  broader 
community  ties  should  reduce  drinking  in  Indian  communities. 
Furthermore,  centers  for  social  detoxification  and  halfway  houses 
are  described  as  prevention  possibilities  for  Indian  communities 
(Silk-Walker  et  al.  1988).  Shore  and  Kofoed  (1984)  advocate  pro- 
grams for  identifying  and  diverting  alcohol-impaired  drivers  as 
well  as  programs  for  the  public  inebriate  and  a  greater  emphasis  on 
outpatient  and  social  detoxification.  The  article  by  Parker  and 
colleagues  (1991)  takes  the  problem  of  youth  AODA  as  it  is  affected 
by  a  poor  self-concept  and  lack  of  understanding  of  traditional 
culture  and  traditions.  They  describe  a  program  of  alcohol  educa- 
tion and  alcohol  abuse  resistance  through  the  use  of  an  alcohol 
abuse  education  curriculum  and  active  participation  in  traditional 
tribal  activities  such  as  art  work,  crafts,  songs,  and  lore. 

School-Based  Programs 

The  articles  in  table  3  concern  school-based  programs.  A  majority 
of  the  prevention  programs  aimed  at  American  Indians  in  recent 
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Table  2 


SECONDARY  LEVEL  PREVENTION— MENTAL  HEALTH  PROGRAMS 


Author 


Topic;  Target  Groups 


Silk-Walker,  Walker,  and  Kivlahan 
(1988) 


A  survey  of  secondary  and 
tertiary  prevention  issues  in  an 
alcohol  treatment  program; 
alcohol-abusing  adults 


Levy  and  Kunitz  (1987) 


High-risk  factors  for  suicide  and 
alcohol  problems  for  secondary 
prevention;  Hopi 


Shore  and  Kofoed  (1984) 


Five  secondary  prevention 
programs  for  communities;  adults 


Kahn  and  Stephan  (1981) 

Kahn  and  Fua  (1985) 

Ward  (1984) 

Fox,  Manatonabi,  and  Ward 

(1984) 


Alcohol  abuse  prevention  as  an 
effective  community-based 
mental  health  or  suicide 
prevention  program;  Tono 
O'Odam  and  Canadian  Indian 
adults 


Parker,  Jamons,  Marek,  and 
Camacho(1991) 


An  Indian-culture-based 
prevention  program  to  build  self- 
esteem  and  reduce  substance 
abuse;  Northeastern  Indians 


years  have  been  school-based  initiatives  that  emphasize  informa- 
tion about  the  effects  and  consequences  of  AOD  abuse.  Programs 
such  as  "Here's  Looking  at  You/'  "Project  Charley,"  and  "Babes" 
have  been  used  in  many  Indian  communities,  both  on  and  off 
reservations.  However,  the  effectiveness  of  such  programs  has 
been  infrequently  studied  and  published.  The  15  articles  listed  in 
table  3  represent  the  published  evaluations  of  programs  in  Indian 
community  schools.  Indian  Health  Service  (IHS)  documents  de- 
scribe the  details  on  the  most  frequently  used  school-based  pre- 
vention efforts  (IHS  1986, 1987). 

The  consistent  themes  in  school-based  AOD  abuse  preven- 
tion programs  are  building  bicultural  competence  (LaFromboise 
and  Rowe  1983),  increasing  self-esteem  and  self-efficacy  (IHS 
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Table  3 
SECONDARY  LEVEL  PREVENTION— SCHOOL-BASED  PROGRAMS 


Author 


Topic;  Target  Groups 


Indian  Health  Service  (1986, 1987) 


A  description  and  summary  of  the 
several  hundred  school-based 
alcohol  abuse  prevention 
programs  of  the  Indian  Health 
Service;  Indian  youth  and  parents 


Mansonetal.  (1989) 


School-based  suicide  prevention 
programs  with  alcohol  prevention 
components;  youth 


Duryea  and  Matzek  (1990) 


Prevention  among  elementary 
school  children  through  resistance 
to  peer  pressure;  Pueblo 


Okwumabua,  Okwumabua,  and 
Duryea  (1989) 


Health  decisionmaking  among 
seventh  graders,  as  influenced  by 
knowledge  of  the  consequences 
of  their  behavior;  Pueblo 


Bernstein  and  Woodall  (1987) 


Perceptions  of  riskiness  in  a 
program  combining  health 
education  and  life  experience; 
NM  Indians  in  grades  6-8 


Murphy  and  DeBlassie  (1984) 


Counselor  intervention  strategies; 
Mescalero  Apache  elementary 
school  children 


Scott  and  Meyers  (1988) 


Fitness  training  to  stabilize  alcohol 
and  other  drug  use;  Canadian 
Indian  youth  ages  12-18 


Schinke,  Mancher,  et  al.  (1989) 
Schinke,  Shilling,  et  al.  (1989) 
Schinke  etal.  (1988) 
Gilchrist  etal.  (1987) 
Schinke  etal.  (1985) 


Skills  training  and  health 
education  to  provide  American 
Indian  youth  with  greater 
knowledge  of  drug  effects,  better 
peer  pressure  management,  and 
lower  rates  of  substance  use; 
northwest  Indian  youth 
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Table  3  (cont'd) 
SECONDARY  LEVEL  PREVENTION— SCHOOL-BASED  PROGRAMS 
Author  Topic;  Target  Groups 

LaFromboise  and  Rowe  (1 983)         Culturally  appropriate  skills 

training  for  bicultural 
competence  and  assertiveness; 

Indian  youth 

Carpenter,  Lyons,  and  Miller  (1985)  A  peer-managed  self-control 

program  for  teaching  responsible 
drinking  to  teenagers;  Indian 
teenagers 

Davis,  Hunt,  and  Kitzes  (1 989)  Integrated  health  services, 

including  alcohol  education 


and  counseling,  at  a  school-based 
teen  center;  Pueblo  teens 


1987),  improving  resistance  to  peer  pressure  and  overall  discrimi- 
natory and  judgment  skills  (Duryea  and  Matzek  1990;  Schinke, 
Mancher  et  al.  1989;  Schinke  et  al.  1988;  Gilchrist  et  al.  1987),  and 
increasing  the  perception  of  the  riskiness  of  AODA  (Bernstein 
and  Woodall  1987).  The  current  etiological  literature  supports 
these  thematic  efforts  if  undertaken  in  the  proper  context.  That 
is,  building  self-esteem  alone  will  not  solve  the  AOD  use  and 
abuse  problems,  while  building  new  perceptions,  values,  skills, 
and  support  systems  along  with  self-esteem  may  be  essential. 
Therefore,  these  programs  must  also  affect  the  social  and  cultural 
aspects  of  life  and  mitigate  the  effects  of  abusive  peer  clusters  in 
the  lives  of  these  youth  (Newcomb  and  Bentler  1989).  Whether 
this  is  accomplished  by  direct  or  indirect  influence,  the  sociocul- 
tural  aspects  must  be  addressed  along  with  the  mental  health  and 
psychological  issues  (Oetting  and  Beauvais  1989). 

The  articles  that  document  school-based  prevention  can  be 
used  as  guides  and  models  for  health  promotion.  Long-term 
followup  of  the  adolescents  who  participated  in  these  programs 
should  be  pursued  aggressively  in  the  coming  years,  particularly 
after  they  leave  school  and  move  into  adulthood.  Studies  of 
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health  promotion  among  Indian  youth  will  have  to  use  long-term 
outcome  evaluation  that  pinpoints  factors  associated  with  low 
AODA  and  overall  health  and  success  in  life  (Neumann  et  al. 
1991). 

Primary  Prevention 

Primary  prevention  is  the  promotion  of  health  and  elimination 
of  alcohol  abuse  and  its  consequences  through  communitywide 
efforts,  such  as  improving  knowledge,  altering  the  environment, 
and  changing  the  social  structure,  norms,  and  values  (adapted 
from  Last  1983).  General  approaches  and  overview  articles  are 
presented  in  table  4.  The  rationale  and  philosophy  of  primary 
prevention  among  Indian  people  are  described  in  these  articles. 
Rhoades  and  colleagues  (1988)  and  the  IHS  (1986)  call  for  broad 
programs  of  health  promotion,  particularly  those  that  emphasize 
community  change.  May  (1986)  stresses  primary  prevention 
through  social  policy,  environmental  change,  and  broad-based 
action  for  normative  change.  The  Office  of  Substance  Abuse 
Prevention  (OSAP  1990)  focuses  on  both  mental  health  and 
AODA  programs  for  prevention  and  concludes  with  an  emphasis 
on  comprehensive  prevention.  Mail  (1985)  lays  out  a  rationale 
and  a  number  of  specific  considerations  for  primary  prevention 
initiatives  in  Indian  communities,  and  Mail  and  Wright  (1989) 
indicate  that  successful  prevention  programs  will  have  to  come 
from  the  communities  themselves. 

Marum  (1988)  describes  the  community-generated  preven- 
tion process  with  one  program  in  Alaska.  Public  education  on 
AODA  was  undertaken  to  increase  the  pool  of  knowledgeable 
and  skilled  people  who  would  be  working  on  preventing  AODA. 
Specifically,  the  Alaskan  efforts  emphasized  community  mobili- 
zation and  empowerment  through  volunteer  networks  to  in- 
crease knowledge  of  AODA  and  interventions,  communitywide 
awareness  of  AODA,  AOD  education  for  youth,  problem  solving 
at  the  local  level,  and  increased  involvement  and  empowerment 
of  the  elders. 

Beauvais  (1992a)  pinpoints  socioeconomic  conditions  as  the 
major  factors  that  have  contributed  greatly  to  AODA  among  the 
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Table  4 
PRIMARY  LEVEL  PREVENTION— GENERAL  LITERATURE 


Author 


Topic;  Target  Area 


Rhoadesetal.  (1988) 
Indian  Health  Service  (1986) 


IHS  programs  and/or  philosophy  in 
the  treatment  and  prevention  of 
alcoholism  for  over  300 
reservations:  U.S.  Indians 


May  (1986) 


An  overview  of  the  existing 
alcohol  abuse  problems, 
especially  mortality,  and  detailed 
suggestions  for  comprehensive 
prevention  programs;  U.S.  Indians 


OSAP(1990) 


A  comprehensive  review  of  the 
literature,  prevention  programs 
instituted  past  and  present,  and 
recommendations;  U.S.  Indians 


Mail  (1985) 

Mail  and  Wright  (1989) 


Two  works  on  the  concepts  for, 
and  necessity  of,  designing 
comprehensive  prevention  from 
the  indigenous  cultural  point  of 
view;  U.S.  Indians 


Beauvais  and  LaBoueff  (1985) 


Prevention  must  come  from  the 
ground  up;  all  Indians 


Marum(1988) 


Community  mobilization  through 
workshops  and  training;  Alaska 
Native  communities 


Beauvais  (1992a) 


A  model  based  on  key,  individual 
substance  abuse  etiology 
variables  (peer,  psychological, 
social  structure,  and  socialization 
factors);  Indian  youth 


Maynard  and  Twiss  (1970) 


A  comprehensive  study  and  plan 
for  primary  prevention  of  mental 
health  and  substance  abuse 
problems;  Oglala  Sioux 
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youth  of  most  Indian  communities.  He  therefore  proposes  a 
four-level  integrated  model  of  prevention.  True  prevention  of 
many  AODA  problems  will  come  from  improvement  in  (1)  social 
structure  (economic,  family  structure,  and  cultural  integrity); 

(2)  socialization  (family  caring,  sanctions,  and  religiosity); 

(3)  psychological  factors  (self-esteem  and  reduced  alienation); 
and  (4)  peer  clusters  (peer  encouragement  and  sanctions  against 
promoting  AOD).  Ultimately,  this  will  lead  to  lower  levels  of 
AOD  use.  This  is  similar  to  the  earlier  article  by  Beauvais  and 
LaBoueff  (1985),  in  which  a  comprehensive  approach  is  advo- 
cated, one  that  should  be  implemented  in  a  collaborative  manner 
from  within  the  community  rather  than  from  the  top  down. 

Maynard  and  Twiss  (1970)  describe  a  pilot  model  community 
mental  health  program  at  Pine  Ridge,  SD,  in  the  1970's.  Research 
was  generated  on  social  and  environmental  conditions  that  were 
related  to  mental  health,  AODA,  and  other  health  and  behavioral 
health  conditions.  This  monograph  summarizes  those  studies.  It 
details  the  historical,  demographic,  economic,  social,  and  cultural 
conditions  among  the  Oglala  Lakota  (Sioux)  at  Pine  Ridge  and 
analyzes  their  significance  for  behavioral  health.  A  large  part  of 
the  concern  is  related  to  AODA.  Each  section  of  the  monograph 
concludes  with  a  number  of  suggestions  for  prevention,  most  of 
them  oriented  toward  primary  prevention.  Most  solutions  in- 
volve communitywide,  structural  issues.  Maynard  and  Twiss 
advocate  a  major  social  and  economic  development  program  that 
eliminates  dependent  poverty  through  providing  culturally  ap- 
proved employment  opportunities  on  the  reservation,  upgrad- 
ing the  educational  system,  and  fostering  leadership  through 
strengthening  the  authority  and  dignity  of  the  tribal  leadership 
and  tribal  council. 

Alcohol-Related  Injury  Programs 

The  four  articles  listed  in  table  5  relate  to  the  prevention  or  control 
of  alcohol-related  injury.  The  May  (1989b)  article  is  a  literature 
review  that  documents  the  close  tie  between  alcohol  and  motor 
vehicle  deaths  and  injuries  and  outlines  a  variety  of  suggestions 
for  prevention.  May  advocates  the  following  primary  prevention 
efforts:  social  and  economic  improvement;  traffic  safety  educa- 
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Table  5 
PRIMARY  LEVEL  PREVENTION— ALCOHOL-RELATED  INJURY  CONTROL 


Author 


Topic;  Target  Area 


May  (1989b) 


A  literature  review  and  overview 
of  alcohol  and  motor  vehicle 
crashes  among  Indians  with 
primary,  secondary,  and  tertiary 
prevention  suggestions;  all  Indians 
and  Alaska  Natives 


Smith  (1991) 

Indian  Health  Service  (1990) 


An  article  and  a  data 
monograph  that  lay  out  the 
details  of  the  Indian  injury 
problem,  the  IHS  initiative  to 
implement  primary  prevention 
and  tools  for  prevention;  all 
Indians  and  Alaska  Natives 


Macedo(1988) 


A  description  of  communitywide 
change  and  prevention  of 
alcohol-related  social  trauma 
and  injury  in  two  communities  and 
a  framework  for  analysis; 
Canadian  Indians 


tion  and  highway  improvement;  public  education;  and  new  tribal 
alcohol  policies,  laws,  norms,  and  values.  Improving  alcohol 
education  in  schools,  working  to  break  abusive  drinking  sub- 
groups and  peer  clusters,  and  increasing  use  of  safety  belts  and 
infant  car  seats  for  injury  reduction  were  advocated  as  secondary 
prevention  level  efforts.  Tertiary  prevention  efforts  included  im- 
proving emergency  medical  systems,  medical  care,  and  alcohol 
abuse  treatment  programs. 

Similarly,  the  Smith  (1991)  and  IHS  (1990)  documents  outline 
specific  strategies  for  the  prevention  of  various  types  of  injury 
and  present  detailed  data  to  guide  and  support  these  efforts.  The 
IHS  initiatives  emphasize  surveillance  to  pinpoint  problem  top- 
ics and  environments  in  need  of  prevention,  as  well  as  increased 
community  awareness  of  injuries  and  their  alcohol-related 
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nature.  Recommended  prevention  activities  include  the  follow- 
ing: multiple-media  "None  for  the  Road"  campaigns;  training  of 
local  community  experts  and  advocates;  and  infant  car  seat  and 
adult  safety  belt  usage  programs  to  prevent  serious  injury  and 
death  in  spite  of  alcohol-related  crashes. 

Finally,  the  Macedo  (1988)  article  provides  a  primary  preven- 
tion perspective  on  whole  communities  that  are  "injured"  and 
traumatized  by  modern  forces,  particularly  alcohol  abuse,  and 
offers  a  paradigm  for  recovery.  Macedo  emphasizes  the  concept 
that  these  communities  must  first  work  through  their  collective 
trauma  and  then  begin  to  develop  their  own  internal  interven- 
tions. 

Fetal  Alcohol  Syndrome  Programs 

Fetal  alcohol  syndrome  (FAS)  has  been  upheld  by  many  as  a 
perfect  motivation  for  primary  prevention  among  Indians  (May 
1986).  Indeed,  some  would  say  that  Indian  communities  and 
some  Indian  organizations  are  leading  the  way  in  the  area  of  FAS 
prevention.  The  three  articles  on  FAS  prevention  in  table  6  are  all 
examples  of  using  public  education,  awareness,  research,  and 
some  diagnostic  clinic  work  to  change  perceptions  and  behaviors 
around  this  issue.  These  Indian  FAS  prevention  efforts  have  been 
unique  in  that  they  have  been  initiated  in  conjunction  with  clini- 
cal screening  efforts  that  were  designed  to  elicit  the  nature, 
prevalence,  and  epidemiological  characteristics  of  the  problem 
prior  to  initiating  full-scale  prevention  programs  (May  and  Hym- 
baugh  1983).  They  represent  targeted  approaches  based  on  the 
clinical  and  epidemiologic  findings  on  the  mothers  and  babies. 
Furthermore,  the  baseline  prevalence  of  the  problem  as  estab- 
lished by  the  screening  will  allow  for  eventual  determination  of 
prevention  program  success  (May  and  Hymbaugh  1983, 1989).  In  the 
coming  years,  it  will  be  vital  to  evaluate  the  long-term  effects  of  health 
promotion  programs  in  some  of  the  communities  that  participated  in 
the  first  FAS  prevention  efforts  described  in  these  articles. 

Policies  and  Laws 

The  final  primary  prevention  area  is  that  of  alcohol  control  policy 
and  laws.  Table  7  lists  the  major  articles  in  this  area.  It  should  be 
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Table  6 
PRIMARY  LEVEL  PREVENTION— FETAL  ALCOHOL  SYNDROME 


Author 


Topic;  Target  Area 


May  and  Hymbaugh  (1989) 


Nationwide  primary  prevention 
program  directed  at  FAS  that  uses 
public  education  through  the 
training  of  trainers;  all  Indians  and 
Alaska  Natives 


May  and  Hymbaugh  (1983) 


A  comprehensive  FAS  research/ 
clinical  assessment  and  primary 
prevention  program  for  a  number 
of  tribal  communities; 
Southwestern  Indians 


Plaisier  (1989) 


A  primary  and  secondary  FAS 
prevention  program  using  health 
education  as  a  vehicle;  Indians  in 
Michigan 


noted  that  the  principal  policy  regarding  American  Indians  and 
alcohol  has  been  prohibition  (Mail  and  McDonald  1980).  In  1832 
the  U.S.  Congress  prohibited  the  sale  of  liquor  to  any  American 
Indian.  This  law  remained  in  effect  until  1953,  when  each  reser- 
vation was  given  the  power  to  regulate  alcohol  within  its  own 
borders  (May  1976).  Since  only  about  30  percent  of  all  reservations 
have  passed  laws  making  alcohol  legal,  over  two-thirds  continue  to 
operate  under  a  policy  of  prohibition  (May  1992).  However,  it  is 
clear  from  the  bulk  of  the  information  presented  in  this  paper  that 
this  policy  has  not  been  effective.  Bootleggers  and  the  off-reserva- 
tion purchase  of  alcohol  have  largely  circumvented  this  policy.  In 
fact,  some  see  the  policy  as  encouraging  such  alcohol-abusive  behav- 
ior as  passing  a  bottle  among  group  members  and  drinking  quickly 
until  the  alcohol  is  gone  (Bach  and  Bornstein  1981;  Dozier  1966;  Mail 
and  McDonald  1980).  A  number  of  scholars  have  suggested  new 
laws  to  allow  legalization  and  control  of  alcohol  sales  on  reservations 
(Dozier  1966;  Stewart  1964). 
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Table  7 
PRIMARY  LEVEL  PREVENTION— POLICY  AND  LAWS 


Author 


Topic;  Target  Area 


May  (1975, 1976, 1977) 


Two  articles  and  a  doctoral 
dissertation  on  alcohol 
legalization  and  prohibition 
policies  on  eight  reservations  and 
the  effects  of  these  laws  on 
alcohol-related  mortality; 
Northern  Plains  tribes 


Back  (1981) 


Effectiveness  of  prohibition  on  the 
Navajo  reservation  and  a  new 
policy  as  a  preventive  measure; 
Navajo 


Bellamy  (1984) 


Comparison  of  the  behavorial 
and  attitudinal  characteristics  of 
youth  growing  up  on  three 
reservations:  one  with  prohibition, 
one  with  long-term  alcohol 
legalization,  and  one  with  alcohol 
recently  legalized;  Plains  Indians 


May  and  Smith  (1988) 


A  survey  of  opinions  about 
alcohol  and  alcohol  policy  with 
subsequent  recommendations  for 
alcohol  policy  and  prevention; 
Navajo 


May  (1992) 


A  comprehensive  survey  of 
alcohol  control  policy  and 
primary  prevention  measures 
applied  to  Indians  and  border 
town  communities;  all  Indians  and 
Alaska  Natives 
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Some  of  the  other  policy  options  discussed  in  the  literature 
include  the  following: 

•  Increase  the  price  of  alcohol  through  taxation  (Moore  and 
Gernstein  1981).  Many  Western  states  have  relatively  low 
tax  rates  on  alcohol.  It  is  estimated  that  a  33.6  percent 
increase  in  price  would  result  in  an  1 1  percent  to  32  percent 
decline  in  alcohol  consumption  (U.S.  Surgeon  General 
1989).  However,  reducing  availability  of  alcohol  through 
price  can  also  have  the  unintended  result  of  increasing  the 
use  of  alternative  and  more  toxic  substances  such  as  hair 
sprays,  solvents,  and  inhalants  (Beauvais  et  al.  1985b;  Oet- 
ting  and  Beauvais,  1989). 

•  Reduce  the  number  of  establishments  licensed  to  sell  alco- 
hol and  regulate  the  type  and  location  of  licenses  issued. 
For  example,  alcohol  sold  in  bars  has  generally  been  found 
to  produce  more  cases  of  alcohol-impaired  driving,  while 
alcohol  sold  in  grocery  stores  results  in  the  lowest  level  of 
drinking  and  driving  (O'Donnell  1985). 

•  Ban  or  limit  advertising  alcohol.  For  many  years,  beer 
companies  advertised  heavily  at  events  such  as  powwows. 
Many  Indian  communities  are  now  refusing  advertising 
from  beer  companies,  and  powwows  have  generally  be- 
come alcohol-free  events. 

There  is  a  rich  literature  regarding  approaches  to  policy, 
which  may  provide  useful  examples  for  Indian  communities 
(Blose  and  Holder  1987;  Colon  et  al.  1981;  Gliksman  and  Rush 
1986;  MacDonald  and  Whitehead  1983;  Mosher  and  Jernigan 
1989).  For  example,  authors  writing  about  non-Indian  popula- 
tions call  for  policies  to  be  instituted  in  a  comprehensive,  com- 
munity-generated way  that  affects  norms  and  values  (Institute  of 
Medicine  1989).  Beauchamp  (1980, 1990)  advocates  for  improved 
understanding  of  the  epidemiologic  nature  of  alcohol  use  pat- 
terns and  problems  to  initiate  new  norms  that  are  encouraging 
and  less  tolerant  of  alcohol  abuse.  Moore  and  Gerstein  (1981), 
Holder  and  Stoil  (1988),  and  Pittman  and  White  (1991)  have 
compiled  and  written  extensive  literature  on  a  variety  of  policy 
approaches  to  alcohol  abuse,  some  of  which  have  been  evaluated 
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and  found  effective.  The  point  is  that  the  non-Indian  literature  on 
policy-oriented  primary  prevention  is  extensive  and  may  inform 
health  promotion  among  Indians  as  well.  New  approaches  to 
community  definitions  and  policy  need  to  be  further  integrated 
into  both  research  and  application  in  Indian  communities. 

While  the  potential  for  communitywide  policy  and  norma- 
tive change  is  immense,  implementing  such  change  is  treacher- 
ous and  slow.  As  Gordis  (1991)  has  pointed  out,  going  from 
science  to  social  policy  is  an  "uncertain  road/'  highly  affected  by 
the  type  of  scientific  evidence,  cultural  and  social  influences, 
timing,  and  many  other  factors.  Similar,  or  even  greater,  pitfalls 
have  been  recorded  in  many  Indian  and  Alaska  Native  commu- 
nities (Foulks  1989;  Levy  and  Kunitz  1981;  Manson  1989;  Moran, 
in  press).  For  example,  one  whole  edition  of  the  journal  American 
Indian  and  Alaska  Native  Mental  Health  Research  was  devoted  to  the 
pitfalls  of  an  alcohol  research  and  prevention  initiative  in  an 
Alaska  community.  In  this  community,  research  on  alcohol  use 
patterns  and  plans  for  prevention  created  tremendous  misunder- 
standing and  turmoil  perceived  by  all  as  frustrating,  painful,  and 
destructive.  The  thrust  of  this  volume  was  to  solicit  and  print 
commentaries  by  established  researchers  and  prevention  profes- 
sionals who  describe  how  such  problems  could  be  avoided  in 
the  future  (Manson  1989).  The  conclusion  reached  by  the  con- 
tributors was  that  it  is  vital  for  professionals  working  in  alcohol 
problem  prevention  in  Indian  communities  to  be  patient,  cultur- 
ally sensitive,  and  responsive  to  local  leaders  and  citizens  alike 
(Beauchamp  1980;  Beauvais  and  Trimble  1992). 

Summary  and  Conclusion 

As  a  group,  American  Indians  experience  many  health  problems 
that  are  related  to  alcohol  abuse.  Alcohol-involved  mortality  data 
are  worse  for  Indians  than  overall  U.S.  averages.  The  age  of  first 
involvement  with  alcohol  is  younger,  the  frequency  and  amount 
of  drinking  is  greater,  and  negative  consequences  are  more  com- 
mon for  Indian  than  non-Indian  youth.  The  literature  summa- 
rized in  this  chapter  shows  that  programs  do  exist  that  are 
attempting  to  promote  health  in  the  face  of  the  problem  of  alcohol 
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abuse  among  American  Indians.  A  theme  emerging  from  this 
literature  is  that  programs  that  address  these  issues  must  take 
into  account  American  Indian  heterogeneity  as  it  is  reflected  in 
tribal  affiliation,  cultural  groups,  language,  and  blood  quantum. 
Prevention  programs  must  also  take  into  consideration  the 
young  age  composition  of  the  Indian  population  and  the  obser- 
vation that  the  majority  of  Indian  people  live  off,  rather  than  on, 
reservations. 

Programs  implemented  in  Indian  communities  must  be  de- 
signed in  a  way  that  allows  the  content  to  be  shaped  and  molded 
to  fit  the  local  culture.  Further,  programs  must  assist  people  in 
their  efforts  of  empowerment  (Beauvais  and  LaBoueff  1985). 
Prevention  programs  can  be  initiated  by  outside  "experts"  work- 
ing with  tribal  leaders,  but  the  continuation  and  entrenchment  of 
the  activities  must  be  carried  on  by  individuals  in  the  local 
community  (Moran,  in  press;  OSAP 1990).  This  in  no  way  implies 
that  programs  designed  for  one  tribe  cannot  be  transferred  to 
others.  It  does  mean  that  programs  should  be  made  relevant  to 
local  norms,  values,  and  conditions  through  particular,  culturally 
sensitive  adaptations  (May  and  Hymbaugh  1989). 

A  comprehensive,  community  approach  to  health  promotion 
and  alcohol  abuse  prevention  must  always  keep  the  issue  of 
adapting  to  the  specific  culture  in  mind.  Such  an  approach  should 
focus  on  a  public  health  perspective.  In  a  public  health  approach, 
the  goal  is  to  apply  comprehensive  strategies  and  programs  to 
reduce  the  rates  of  affliction  and  early  death  among  total  groups 
and  aggregates  of  individuals  (Beauchamp  1980).  The  focus 
should  be  on  communities  and  particular  geographic  areas  and 
not  on  individuals.  No  single  type  of  alcohol  abuse  prevention 
should  be  championed,  but  rather  various  programs  and  ap- 
proaches should  be  fit  or  bound  together  in  a  mutually  suppor- 
tive and  beneficial  manner  (May  1992).  Different  levels  of 
prevention  dealing  with  the  variety  of  alcohol-involved  behav- 
iors should  be  used  and  coordinated  (Bloom  1981;  Manson  et  al. 
1982).  For  example,  prevention  efforts  must  have  plans  for  in- 
volving and  strengthening  the  community  and  family.  Indian 
families  that  are  strong  and  well  integrated  produce  children 
with  better  indicators  of  adjustment  and,  in  most  cases,  fewer 
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indicators  of  deviance  (Jensen  et  al.  1977).  Conversely,  disorgan- 
ized, multiproblem  families  have  higher  alcohol  use  and  more 
health  and  deviance  problems  (Lujan  et  al.  1989;  Spivey  1977).  The 
various  programs  described  in  this  chapter,  then,  are  not  mutually 
exclusive,  but  can  be  mutually  supportive  if  orchestrated  by  a 
comprehensive  communitywide  plan  and  approach.  Any  commu- 
nity will  have  to  have  prevention  programs  and  standard  health 
and  AODA  treatment  programs.  Once  the  problems  and  priorities 
of  a  community  are  identified  from  research,  data  analysis,  and  local 
wisdom,  the  proper  set  of  programs  and  approaches  can  be  estab- 
lished, drawing  heavily  on  the  literature  presented  here. 
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Historical  Context  of  Alcohol  and 
Other  Drugs 

The  problem  of  alcohol  and  other  drug  abuse  ( AODA)  cannot  be 
viewed  simply  within  the  present-day  context  in  which  we  are 
studying  it.  As  noted  by  Gerbner  (1990),  "Alcohol,  tobacco,  and 
other  drugs  of  various  kinds  have  a  long  history  of  remedial  and 
ceremonial  functions."  Gerbner  continues: 

Improvements  in  production  and  marketing,  and  the  cultural 
changes  we  associate  with  the  industrial  and  media  revolutions, 
swept  away  most  of  the  traditional  controls  of  scarcity,  custom, 
and  ritual.  Except  where  coherent  ideological  and  other  cultural 
(usually  religious)  rules  inhibit  or  forbid  their  uses,  many  pallia- 
tive and  addictive  substances  have  become  commodities  mar- 
keted to  serve  individual  desires  and  institutional  and 
geopolitical  interests,  (p.  55) 

It  is  necessary  to  view  this  problem  within  a  historical  context 
in  order  to  develop  a  better  understanding  of  the  issues  associ- 
ated with  this  topic  for  various  Latino  subgroups.  This  chapter, 
therefore,  does  not  attempt  to  provide  an  indepth  understanding 
for  each  major  Latino  subgroup.  Instead,  it  synthesizes  the  major 
threads  common  to  Latinos  with  respect  to  three  key  drugs: 
alcohol,  cocaine,  and  marijuana. 

Alcohol 

It  is  impossible  to  examine  the  role  of  alcohol  in  isolation  from 
the  political  economy  associated  with  sugar  cane  (Mintz  1985). 
Alcohol  was  not  only  another  product  to  market,  it  also  served 
as  an  important  tool  for  social  control,  particularly  among  low- 
skilled  workers  with  minimal  recreational  and  advancement 
opportunities.  This  point  was  particularly  evident  in  Cuba,  the 
Dominican  Republic,  and  Puerto  Rico,  where  rum  has  been  and 
continues  to  be  relatively  inexpensive. 
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Cocaine 

The  importance  of  the  coca  leaf  in  South  America  has  been 
established  (Benjamin  and  Miller  1991;  Wisotsky  1990).  This 
plant  has  exerted  a  prodigious  amount  of  influence  in  several 
South  American  countries.  The  coca  plant  has  been  grown  in  the 
Andes  mountains  for  thousands  of  years  and  been  used  by 
indigenous  people  to  minimize  the  pains  associated  with  hunger 
and  to  increase  worker  endurance  (Benjamin  and  Miller  1991): 

The  leaves  of  the  coca  bush  had  been  chewed  by  Andean 
peasants  for  at  least  4,000  years  before  the  early  Spanish 
explorers  arrived  in  South  America.  Coca  leaves  have  nutritional 
value  as  food,  and  the  cocaine  alkaloid  in  them  acts  as  a 
powerful  appetite  suppressant,  an  effective  antidote  for  alti- 
tude sickness,  a  potent  local  anesthetic,  and  a  central  nervous 
system  stimulant.  It  is  little  wonder  that  the  Incas  revered  coca 
leaves  as  a  gift  of  the  gods.  (p.  255) 

In  addition  to  the  above  qualities,  coca  cultivation  represents 
an  important  product  for  the  economy  of  several  nations;  these 
nations  have  a  strong  tradition  of  agriculture  with  workers  who 
cannot  make  the  transition  to  a  postindustrialized  market  (Wisot- 
sky 1990).  Consequently,  the  eradication  of  cocaine  cannot  be  sepa- 
rated from  the  social-political-economic  context  of  coca  in  the  lives 
of  countless  numbers  of  Latin  American  workers  and  farmers. 

Marijuana 

The  history  of  marijuana  in  Latin  America  is  different  from  that 
of  alcohol  and  cocaine.  Marijuana  was  introduced  to  this  part  of 
the  world  by  Spain  in  the  16th  century  (Benjamin  and  Miller 
1991).  Attempts  to  review  the  literature  on  the  history  of  mari- 
juana in  Latin  America,  and  more  specifically  Mexico,  were  very 
disappointing.  Unfortunately,  the  literature  on  this  topic  does  not 
provide  details  on  the  plant's  role  in  the  economy  of  the  region 
and  how  the  Spaniards  used  it  to  make  their  conquest  and 
occupation  profitable  and  easier  to  accomplish.  The  literature, 
however,  is  quick  to  note  that  Mexican  Americans  played  an 
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influential  role  in  introducing  the  drug  into  the  United  States 
(Benjamin  and  Miller  1991;  Doweiko  1993;  Ray  and  Ksir  1990). 

Latino  Demographics 

The  1990  U.S.  census  indicates  there  were  approximately 
22  million  Latinos  residing  in  the  United  States  (U.S.  Bureau  of 
the  Census  1991);  this  figure  represents  approximately  a  50  per- 
cent increase  over  the  1980  figures  (U.S.  Bureau  of  the  Census 
1983).  The  1980  figure,  in  turn,  represented  an  increase  of  61  per- 
cent over  1970  (U.S.  Bureau  of  the  Census  1971).  Population 
growth  estimates  indicate  that  Latinos  will  continue  to  increase 
in  numbers  over  the  next  60  years — 29  million  by  the  year  2000, 
accounting  for  approximately  10  percent  of  the  total  population, 
and  128  million  by  the  year  2050,  making  Latinos  the  largest 
ethnic  group  in  the  United  States  (U.S.  Bureau  of  the  Census 
1986).  The  Latino  population  is  represented  in  all  50  States  and  is 
heavily  concentrated  in  6  States  (California,  Florida,  Illinois,  New 
Jersey,  New  York,  and  Texas),  accounting  for  78  percent  of  all 
Latinos  in  the  United  States  (U.S.  Bureau  of  the  Census  1991). 

Mexican  Americans  are  the  largest  Latino  subgroup,  account- 
ing for  approximately  63  percent  of  all  Latinos  in  the  United 
States  (13,421,000),  followed  by  Puerto  Ricans  with  2,382,000 
(11  percent),  and  Cubans  with  1,055,000  (5  percent);  Central  and 
South  Americans  accounted  for  2,951,000  (21  percent)  (U.S.  Bu- 
reau of  the  Census  1991).  Latinos  are  the  most  urbanized  ethnic 
group  in  the  United  States,  with  approximately  92  percent  resid- 
ing in  urban  areas,  compared  with  the  national  average  of  74  per- 
cent; Puerto  Ricans  and  Cubans,  in  turn,  are  the  most  urbanized 
subgroups  with  95  percent  residing  in  cities,  followed  by  Mexi- 
can Americans  with  approximately  91  percent  (U.S.  Bureau  of  the 
Census  1991). 

The  Latino  population  is  young,  with  a  median  age  of  26, 
compared  with  34  for  the  non-Latino  population.  Mexican 
Americans  are  the  youngest  of  the  subgroups  with  a  median  age 
of  24,  followed  by  Puerto  Ricans  (27);  and  Cubans  are  by  far  the 
oldest  subgroup,  with  a  median  age  of  39  (U.S.  Bureau  of  the 
Census  1991). 
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Poverty  rates  for  Latinos  are  high  compared  to  non-Latino 
Whites.  Twenty-five  percent  of  Latino  families  fall  below  the 
poverty  level,  versus  approximately  9  percent  for  non-Latino 
White  families.  However,  it  is  necessary  to  examine  Latino  sub- 
groups, where  there  is  a  wide  disparity,  with  Puerto  Rican  fami- 
lies having  the  highest  poverty  rate  (approximately  38  percent), 
followed  by  Mexican  Americans  (28  percent),  and  Cubans 
(17  percent)  (U.S.  Bureau  of  the  Census  1991).  Household  income 
patterns  are  very  similar  to  poverty  rates,  with  Latinos  having  a 
median  household  income  of  $22,300  versus  $30,500  for  non- 
Latino  households.  Puerto  Ricans  have  the  lowest  income 
($16,200),  followed  by  Mexican  Americans  ($22,439);  Cubans 
have  the  highest  income  ($25,900)  (U.S.  Bureau  of  the  Census 
1991). 

Only  51  percent  of  Latinos  have  completed  4  years  or  more 
of  high  school  versus  80  percent  of  non-Latinos.  Puerto  Ricans 
had  a  graduation  rate  of  58  percent;  Cubans,  61  percent;  and 
Mexican  Americans  had  the  lowest  rate  with  only  44  percent 
completing  high  school  (U.S.  Bureau  of  the  Census  1991).  Finally, 
the  family  composition  of  Latinos  indicates  that  most  consist  of 
married  couples  (69  percent,  compared  to  79  percent  of  non- 
Latino  families),  with  24  percent  headed  by  females,  compared 
to  16  percent  for  non-Latino  households  (U.S.  Bureau  of  the 
Census  1991).  Again,  there  were  significant  differences  between 
Latino  subgroups,  with  Puerto  Rican  families  having  the  lowest 
percentage  of  married  couples  (41  percent)  and  the  highest  per- 
centage of  female  heads  (34  percent)  (U.S.  Bureau  of  the  Census 
1991). 

Extent  of  the  Problem 

The  concept  of  culture  covers  a  wide  variety  of  key  factors, 
making  generalizations  about  racial  and  ethnic  groups  difficult, 
if  not  impossible.  Latinos  are  no  exception.  The  social  construct 
of  the  term  //Latino/Hispanic,,  serves  to  bring  together  a  large 
number  of  subgroups  on  the  basis  of  nationality  (Castex  1994). 
According  to  Alcocer  (1993),  "the  term  is  meant  to  include  the 
diverse  nationalities  from  North,  Central,  and  South  America,  as 
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well  as  the  Caribbean  area,  that  supposedly  share  a  common 
heritage.  But  it  is  a  very  unsatisfactory  term  since  these  people 
are,  in  fact,  quite  diverse  and  not  easily  comparable"  (p.  37). 
Latino /Hispanic  may  be  based  on  a  wide  range  of  criteria  such 
as  country  of  origin,  location  of  birth,  primary  language,  sur- 
name, parent's  country  of  origin,  and  self -disclosure  (Humm- 
Delgado  and  Delgado  1983a;  Hayes-Bautista  and  Chapa  1987). 
Mayers  and  Kail  (1993)  note  that  there  are  wide  disparities  among 
Latino  subgroups  on  "indices  such  as  educational  attainment, 
socioeconomic  status,  and  labor  force  participation.  There  are 
also  disparities  in  patterns  of  drug  use  because  there  is  a  cluster- 
ing of  the  various  Hispanic  subgroups  in  different  parts  of  the 
country,  just  as  types  of  drug  use  vary  around  the  country"  (p.  5). 
Assessing  the  nature  and  extent  of  the  problem  of  alcohol  and 
other  drugs  (AOD)  is  also  complicated  by  a  host  of  definitional 
and  methodological  limitations  (Booth  et  al.  1990;  Delgado  and 
Rodriguez- Andrew  1990;  Mayers  and  Kail  1993).  This,  in  turn, 
makes  generalizations  impossible,  as  noted  by  Booth  and  col- 
leagues (1990): 

Until  recently,  little  scientific  information  on  AODA  and  Hispan- 
ics  was  available.  What  scattered  data  that  did  exist  generally 
failed  to  note  the  differences  among  various  Hispanic  cultural 
groups.  Thus,  what  was  known  was  based  largely  on  poorly 
defined  populations  or  related  only  to  selective  subgroups 
within  a  particular  Hispanic  group  .  .  .  stereotypes  were  fos- 
tered by  generalizations  from  some  of  these  early  studies. 
(p.  21) 

According  to  the  Hispanic  Health  and  Nutrition  Examination 
Survey  (HHANES 1987),  AOD  use  among  Latinos  increases  with 
age,  as  in  the  general  population.  Nevertheless,  contrary  to  popu- 
lar opinion,  Latinos  generally  have  lower  rates  of  lifetime  use  of 
alcohol,  PCP,  hallucinogens,  and  stimulants  than  do  non-Latino 
Whites  (Booth  et  al.  1990).  Use  of  cocaine  is  an  exception  (Mayers 
and  Kail  1993).  African  Americans,  in  turn,  have  a  higher  rate  of 
lifetime  use  of  heroin  than  do  Latinos  and  non-Latino  Whites 
(NIDA  1985). 
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The  problem  of  AOD A,  however,  must  be  examined  for  each 
respective  Latino  subgroup,  taking  into  consideration  a  series  of 
key  factors  to  avoid  false  generalizations.  The  variable  of  age 
plays  a  strong  role  among  Latinos.  Latino  youth  aged  12  to  17 
have  a  higher  rate  of  cocaine  use  than  their  African- American  and 
non-Latino  White  counterparts  (National  Clearinghouse  for  Al- 
cohol and  Drug  Information  1993).  More  specifically,  Puerto 
Rican  youth  have  a  higher  use  rate  than  Mexican  Americans  or 
Cubans  (Booth  et  al.  1990).  However,  in  turning  to  marijuana,  the 
HHANES  noted  that  Mexican  Americans  aged  12  to  17  have  the 
highest  percentage  of  lifetime  use  among  Latinos — 31  percent, 
versus  26  percent  among  Puerto  Ricans  and  21  percent  among 
Cubans  (the  latter  represents  the  combination  of  two  age  catego- 
ries, 12  to  24  and  25  to  44,  due  to  a  small  sample  size).  The 
non-Latino  White  and  African- American  populations  have  use 
rates  of  25  percent  and  24  percent,  respectively. 

Differences  can  also  be  found  based  on  gender  when  exam- 
ining use  for  cocaine  and  marijuana.  Puerto  Rican  men  have  the 
highest  rate  of  lifetime  use  of  cocaine  (28  percent)  of  all  groups 
surveyed;  Puerto  Rican  women  have  the  highest  rate  of  cocaine 
use  (close  to  17  percent),  a  rate  still  lower  than  their  male  coun- 
terparts. As  already  noted,  however,  Mexican- American  males 
have  the  highest  rate  of  lifetime  use  of  marijuana  among  Latinos, 
almost  double  the  use  rate  of  Mexican- American  females  (ap- 
proximately 54  percent  versus  28  percent). 

The  study  of  alcohol  use  among  Latinos  has  received  in- 
creased attention  in  the  past  10  years  (Alcocer  1993;  Caetano  1987, 
1988, 1989;  Gilbert  1993).  In  a  fashion  similar  to  lifetime  use  rates 
of  PCP,  hallucinogens,  and  stimulants,  Latino  males  (87  percent) 
and  females  (72  percent)  report  a  lower  rate  of  alcohol  use  than 
do  non-Latino  White  males  (91  percent)  and  females  (83  percent) 
(NIDA  1989).  Caetano  (1985)  indicates  that  drinking  decreases 
with  age.  Puerto  Rican  women  have  a  lower  rate  of  abstention 
and  a  higher  proportion  of  less  frequent,  heavy  drinkers  than 
other  Latino  populations  (Alcocer  1993).  Alcocer,  in  his  summary 
of  the  literature  on  youth  and  alcohol,  indicates  that  Latino  youth 
(both  male  and  female)  start  drinking  at  a  later  age  than  other 
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ethnic  or  racial  groups,  with  males  having  a  tendency  to  drink 
more  often  than  females. 

Cultural  Considerations 

AODA  does  not  take  place  in  a  social  vacuum;  it  transpires  in  a 
social  context,  with  very  specific  definitions  of  what  constitutes 
an  AOD  problem  and  with  explicit  expectations  of  what  consti- 
tutes intervention.  Culture  is  part  of  that  context  and  must  be 
taken  into  account  in  the  development  of  prevention  and  inter- 
vention strategies.  The  literature  on  culture-specific  services  has 
identified  six  important  principles  that  must  form  the  basis  of 
any  successful  program:  (1)  commitment  to  providing  culture- 
specific  services;  (2)  awareness  and  acceptance  of  the  concept  of 
diversity;  (3)  staff  self-awareness  and  self-appreciation;  (4)  un- 
derstanding of  the  dynamics  of  cultural  differences  and  how  they 
influence  the  development  of  relationships  and  interventions; 
(5)  knowledge  of  client  and  community  cultural  background  and 
values;  and  (6)  flexibility  in  the  adaptation  of  methods  and  skills 
to  match  client  and  community  needs  and  background  (Cross 
1988). 

The  professional  literature  on  Latinos  traces  the  etiology  of 
AODA  to  one  or  more  of  the  following  sources:  stress,  familial 
discord  or  disruption,  and  peer  pressure  (Mayers  and  Kail  1993). 
These  sources,  in  turn,  have  been  affected  by  uprooting,  accul- 
turation, and  limited  resources  for  prevention,  early  identifica- 
tion, and  treatment. 

Stress 

A  number  of  Latino  scholars  in  the  field  have  identified  the 
increased  amount  of  stress  Latinos  currently  face  in  this  society 
(Barrera  et  al.  1984;  Cervantes  and  Castro  1985;  Mayers  and  Kail 
1993;  Vega  and  Miranda  1985).  Stressors  associated  with  poor 
economic  conditions,  as  already  noted,  combined  with  low  edu- 
cational achievement,  limited  English-language  skills,  high  crime 
rates,  high  degree  of  drug  availability,  and  the  impact  of  racism 
on  self-esteem  make  Latinos  particularly  vulnerable  to  AOD  use 
and  abuse. 
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Familial  Discord  and  Disruption 

The  literature  is  in  general  agreement  that  the  Latino  family 
forms  the  cornerstone  of  any  effort  at  understanding  and  treating 
AODA  (Booth  et  al.  1990;  Delgado  and  Rodriguez- Andrew  1990; 
Mayers  and  Kail  1993;  Padilla  and  Snyder  1992;  Santisteban  and 
Szapocnik  1982;  Szapocnik  and  Kurtines  1989).  Familial  difficul- 
ties might  arise  as  a  result  of  children  acculturating  to  life  in  the 
United  States.  They  are  increasingly  exposed  to  a  new  set  of 
values  through  education,  media,  and  contact  with  members  of 
other  ethnic  and  racial  groups.  These  values  may  be  diametrically 
different  from  those  of  their  parents  (independence  versus  inter- 
dependence or  cooperation  versus  competition,  for  example). 
These  differences  in  values  manifest  themselves  when  children 
stop  embracing  their  parents'  values  and  begin  behaving  in  ways 
that  seriously  undermine  family  structure  and  role  expectations. 
Latino  youth,  in  turn,  must  reconcile  living  in  two  different 
worlds  (parents  and  society),  making  them  more  vulnerable  to 
AOD  use. 

Peer  Pressure 

The  literature  has  shown  that  peer  influence  is  quite  strong  in 
initial  and  subsequent  drug  use  (Booth  et  al.  1990;  Mayers  and 
Kail  1993;  Padilla  and  Snyder  1992;  Robles  et  al.  1979).  Peer 
influence  is  particularly  strong  during  the  adolescent  and  early 
childhood  developmental  phases;  consequently,  a  youth's 
chances  of  using  AOD  goes  up  dramatically  if  any  members  of 
the  peer  group  are  also  involved  in  drug  taking.  This  situation  is 
compounded  when  youth  feel  isolated  from  the  greater  society 
as  a  result  of  ethnicity,  language  preferences,  or  geographical 
isolation,  severely  limiting  the  nature  and  extent  of  the  social 
network. 

As  a  result  of  the  above  etiological  themes,  the  literature  of 
Latino  AOD  use  has  stressed  the  importance  of  the  following 
cultural  factors  as  a  foundation  for  any  form  of  assessment  and 
intervention:  (1)  natural  support  systems,  particularly  family; 
(2)  urban-rural  context;  and  (3)  perceptions  of  etiology. 
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Natural  Support  Systems 

The  influence  of  natural  support  systems  in  Latino  families  and 
communities  is  formidable  (Barrera  and  Reese  1993;  Delgado 
1994, 1995;  Delgado  and  Humm-Delgado  1993;  Gfoerer  and  De 
La  Rosa  1993;  Valle  and  Vega  1980).  There  are  various  natural 
support  system  frameworks  and  definitions  in  the  literature. 
However,  the  definition  developed  by  Delgado  (1995)  is  the  basis 
for  this  analysis: 

Hispanic  natural  support  systems  are  composed  of  a  constella- 
tion of  individuals  who  relate  to  you,  although  not  necessarily 
to  each  other,  on  a  familiar  or  even  intimate  basis.  These 
individuals  are  an  important  basis  for  self-definition  and  identity 
formation,  and  can  be  accessed  freely  on  a  casual  basis  or  for 
the  purposes  of  meeting  specific  expressive,  and/or  instrumen- 
tal needs.  The  concept  of  natural  support  systems  extends  far 
beyond  the  existence  of  mechanisms  that  can  be  utilized  as 
support  systems  and  includes  the  individuals  that  comprise  the 
support  system  (i.e.,  while  a  church  has  the  potential  to  be 
utilized  as  a  natural  support  system,  its  utility  lies  in  the  person- 
ality of  its  religious  leader);  consequently,  support  systems  are 
only  as  good  as  the  individuals  (natural  support  providers)  pro- 
viding the  assistance.  Hispanic  natural  support  systems  involve 
extended  family  (both  related  and  non-related),  neighbors, 
friends,  healers,  institutions  (including  religious  and  other  indige- 
nous types),  local  self-help  groups,  and  community  leaders. 

This  encompassing  definition  addresses  the  importance  of 
the  personality  and  ability  of  the  individual  in  a  position  to  be  a 
natural  support.  It  also  identifies  the  key  natural  support  system 
types. 

There  is  no  question  that  the  family,  which  can  consist  of 
blood  relatives,  relatives  by  marriage,  and  "adopted"  relatives 
(key  friends  and  important  neighbors  who  are  considered  just 
like  family),  is  the  center  of  any  natural  support  system  in  this 
community  (Vega  1990).  The  other  natural  supports  will  invari- 
ably fall  into  the  following  types:  religious;  folk  healing;  mer- 
chants or  social  clubs  (i.e.,  grocery  stores,  botanical  shops, 
sporting  teams,  etc.);  and  community  leaders.  These  supports 
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may  exert  a  wide  range  of  influence,  depending  on  circumstance 
and  needs. 

Urban-Rural  Context 

The  geographical  context  in  which  AODA  takes  place  has  prodi- 
gious implications  for  how  the  problem  is  viewed,  both  by  the 
community  and  the  social  service  system.  Most  of  the  research 
on  Latinos  and  AODA  has  been  urban  based;  three  cities  have 
been  extensively  covered  in  the  literature — Los  Angeles,  Miami, 
and  New  York  (Delgado  and  Humm-Delgado  1983W.  As  a  result 
of  this  focus  on  large  cities,  it  is  easy  to  draw  implications  and 
generalizations  for  Latinos  without  seriously  considering  their 
fate  in  small  cities,  towns,  and  rural  areas.  For  example,  although 
there  are  higher  rates  of  AODA  among  urban-based  Latino 
youth,  there  are  indications  that  rates  are  also  increasing  in 
rural  areas  among  some  Latino  subgroups  (Mata  and  Rodriguez- 
Andrew  1988;  Rodriguez- Andrew  1988).  Geographical  context 
will  no  doubt  exert  influence  over  the  types  of  drugs  available, 
cost,  and  use  patterns  (Booth  et  al.  1990). 

Perceptions  of  Etiology 

As  indicated  by  McNeece  and  DiNitto  (1994),  culture-bound 
definitions  of  AODA  among  Latinos  must  be  taken  into  account 
in  defining  whether  or  not  AODA  is  a  perceived  problem.  As  a 
result,  AODA  may  be  viewed  as  being  caused  by  external,  meta- 
physical forces  such  as  God  or  spirits  (Comas-Diaz  1986;  Singer 
1984).  The  power  of  this  belief  system  can  be  formidable,  influ- 
encing how  an  individual  or  family  responds  to  an  AODA  prob- 
lem. In  this  case,  the  individual  or  family  may  believe  that 
intervention  can  be  effective  only  if  it  involves  metaphysical 
forces  and  cannot  be  addressed  through  earthly  means  such  as 
counseling. 

Culture-Specific  Intervention 

As  noted  by  Delgado  (1989),  it  is  essential  for  culture-specific 
interventions  to  occur  throughout  the  entire  continuum  of  AOD- 
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related  services.  These  services  must  be  grounded  in  the  value 
system,  traditions,  and  language  of  the  client,  family,  and  com- 
munity. Marin  (1993),  in  his  article  on  designing  culture-specific 
interventions  with  Latinos,  notes  that 

differences  predicate  the  notion  that  in  order  to  be  effective, 
community  interventions  need  to  take  into  consideration  the 
specific  characteristics  of  the  group  being  targeted.  Culturally 
appropriate  interventions  are  defined,  therefore,  as  meeting 
each  of  the  following  characteristics:  (1)  The  intervention  is 
based  on  the  cultural  values  of  the  group,  (2)  the  strategies  that 
make  up  the  intervention  reflect  the  subjective  culture  (atti- 
tudes, expectations,  norms)  of  the  group,  and  (3)  the  compo- 
nents that  make  up  the  strategies  reflect  the  behavior 
preferences  and  expectations  of  the  group's  members,  (p.  149) 

Failure  to  provide  culture-specific  services  throughout  the 
entire  continuum  will  in  all  likelihood  result  in  poor  utilization 
of  services.  Furthermore,  these  human  services  must  utilize  La- 
tino natural  support  systems  whenever  and  wherever  possible. 
The  professional  literature  on  intervention  in  Latino  communi- 
ties is  in  general  agreement  on  the  following  key  strategies  for 
reaching  and  assisting  this  population  group:  (1)  assessment 
(both  assets  and  needs);  (2)  collaboration  between  formal  and 
informal  systems  whenever  possible;  (3)  community  education; 
(4)  multimodality  intervention;  (5)  bilingual  and  bicultural  staff- 
ing of  all  services;  and  (6)  community  capacity  development. 

Assessment 

It  is  essential  that  organizations  hoping  to  serve  the  needs  of 
Latinos  have  an  indepth  understanding  of  whom  they  are  trying 
to  reach.  As  already  noted,  it  is  too  simplistic  just  to  say  "Latino" 
population;  it  is  necessary  to  develop  an  accurate  profile  of  the 
target  population.  This  has  a  profound  impact  on  assessment 
throughout  all  intervention  strategies.  It  is  important  to  note  that 
assessment  is  not  restricted  to  needs  (i.e.,  what  is  needed  or 
missing  in  the  community),  but  must  start  with  an  assessment  of 
assets  (i.e.,  what  is  available  to  the  individual,  family,  organi- 
zation, and  community).  Given  that  only  a  relatively  small 
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percentage  of  Latinos  have  displayed  risk-taking  behaviors,  the 
concept  of  resiliency  must  be  taken  into  account,  since  it  plays  an 
influential  part  in  the  development  of  any  intervention  strategy. 
Rutter  (1987)  sums  up  the  basis  for  resiliency  quite  nicely: 

Protection  does  not  reside  in  the  psychological  chemistry  of  the 
moment  but  in  the  ways  in  which  people  deal  with  life  changes 
and  in  what  they  do  about  their  stressful  or  disadvantageous 
circumstances.  Particular  attention  needs  to  be  paid  to  the 
mechanisms  operating  at  key  points  in  people's  lives  when  a 
risk  trajectory  may  be  redirected  onto  a  more  adaptive  path. 
(p.  329) 

According  to  Newcomb  (1992),  resiliency  factors  are,  in  es- 
sence, the  flip  side  of  risk  factors.  However,  starting  with  an 
assessment  of  assets  and  resiliency  establishes  the  context  for 
viewing  the  need  or  problem  and  invariably  casts  a  prodigious 
influence  on  how  an  intervention  strategy  is  conceptualized  and 
implemented. 

Delgado's  case  study  (Delgado,  in  press)  of  an  asset  assess- 
ment in  a  New  England  city  (Holyoke,  MA)  involving  a  Puerto 
Rican  community  is  an  excellent  example  of  this  type  of  ap- 
proach. In  essence,  a  community  that  can  mobilize  its  collective 
resources  to  address  a  communitywide  problem  increases  its 
chances  of  solving  it;  these  communities  have  an  advantage  at  the 
outset  when  residents  have  personal  resources  and  high  self-es- 
teem. The  Holyoke  study  focused  on  a  40-block  area  with  a  high 
concentration  of  Puerto  Ricans  and  addressed  the  following 
goals: 

•  Providing  a  detailed  description  and  location  of  Puerto 
Rican  natural  support  systems  with  a  specific  focus  on 
houses  of  worship  and  merchants  and  social  clubs.  (The 
study  did  not  attempt  to  identify  folk  healers  and  signifi- 
cant community  leaders.  The  former  would  be  very  diffi- 
cult to  access  without  a  solid  effort  of  relationship  building; 
key  community  leaders  had  already  been  identified.) 

•  Providing  youth  with  a  resilient  perspective  on  this 
community. 
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•  Raising  the  consciousness  of  human  service  organizations 
and  providers  concerning  positive  aspects  of  the  Puerto 
Rican  community. 

•  Creating  a  resource  directory  specifically  focused  on  com- 
munity assets. 

Data  on  available  resources  were  collected  on  five  dimen- 
sions: (1)  geographical  location  and  category  of  resource  (i.e., 
commercial,  religious,  recreational,  and  other);  (2)  identity  of  key 
contact  person  and  years  in  operation;  (3)  hours  and  days  of 
operation;  (4)  type  of  support  services  provided  (e.g.,  referral, 
financial  assistance,  information,  etc.);  and  (5)  general  reactions 
of  the  interviewer  to  the  receptivity  of  the  institution  for  collabo- 
ration on  community  activities  and  projects. 

Collaboration  Between  Formal  and 
Informal  Services 

Interagency  collaboration  increases  in  importance  when  the 
needs  of  Latinos  are  examined  with  respect  to  AODA.  Collabo- 
ration serves  to  coordinate  existing  resources  and  tie  AODA 
services  with  the  general  social  service  community,  minhnizing 
isolation  of  these  programs  (Delgado  1989).  However,  as  already 
noted,  collaboration  must  also  bring  in  natural  support  systems 
(Delgado  and  Humm-Delgado  1980).  Delgado's  asset  study  re- 
vealed a  wealth  of  resources  that  could  be  mobilized  to  assist  the 
Latino  community  and  be  a  part  of  an  agency's  collaborative 
network  (Delgado,  in  press): 

Eighteen  institutions  stated  that  people  were  welcome  to  come 
in  and  converse  and  not  have  to  purchase  goods  or  services  in 
order  to  do  so.  Six  institutions  provided  information  on  social 
services  and  made  appropriate  referrals  to  social  service  agen- 
cies. Several  establishments  (N=4)  indicated  that  they  provided 
crisis  counseling  as  needed,  food  for  the  hungry  (N=4), 
loans  (N=3),  and  credit  (N=6)  as  needed.  One  botanical  institu- 
tion indicated  a  willingness  to  take  care  of  children  in  case  of  a 
crisis.  Thus,  the  survey  revealed  an  extensive  array  of  social 
services  being  provided  by  these  natural  support  systems. 
Twenty  establishments  noted  a  willingness  to  become  involved 
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in  community  events  such  as  festivals,  parades,  contests,  health 
fairs,  and  collaborating  with  human  service  agencies.  Collabo- 
ration would  take  the  form  of  making  referrals  for  services, 
distributing  information,  donating  food,  services  and/or  money. 
In  short,  these  institutions  were  willing  to  become  more  in- 
volved with  social  agencies. 

Community  Education 

The  need  for  AODA  education  is  widely  recognized  by  both 
providers  and  consumers.  The  Latino  community  needs  to  de- 
velop a  greater  awareness  of  the  impact  of  AODA  on  individuals, 
families,  and  the  whole  community.  For  a  campaign  to  have 
impact,  it  must  stress  prevention,  early  identification,  and  reha- 
bilitation options. 

Unfortunately,  little  research  has  been  undertaken  on  Latino 
media  use:  "One  of  the  most  glaring  gaps  in  the  literature  is  the 
absence  of  reliable,  indepth  data  on  Hispanic /Latino  media  use. 
Although  various  studies  have  asked  questions  about  respon- 
dents' sources  of  information,  the  availability  of  viewer,  listener, 
and  reader  data  from  commercial  courses  has  been  ignored" 
(OSAP 1990,  p.  187). 

The  availability  of  AODA  services  to  Latinos  in  the  United 
States  is  seriously  limited  by  lack  of  culture-specific  services.  In 
addition,  the  community  has  not  had  the  benefit  of  a  well- 
conceptualized  educational  campaign,  particularly  in  relation  to 
alcohol  and  marijuana.  Much  attention  in  the  media  has  focused 
on  cocaine  and  heroin,  two  drugs  that  have  had  the  most  visible 
impact  on  families  and  communities. 

There  are  several  important  principles  that  must  guide  the 
development  of  community  education  campaigns  focused  on 
Latinos:  use  of  multimedia  outlets,  indepth  knowledge  of  target 
audiences,  use  of  local  resources,  and  use  of  cultural  themes. 

Use  of  Multimedia  Outlets 

It  is  important  to  stress  the  use  of  all  sources  of  information; 
reliance  on  any  one  method  may  systematically  exclude  signifi- 
cant sectors  of  the  Latino  community.  For  example,  illiteracy  in 
both  Spanish  and  English  may  severely  limit  who  can  read  flyers, 
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newspapers,  and  billboards.  The  research  undertaken  by  Green- 
berg  and  colleagues  (1983)  with  Mexican  Americans  has  high- 
lighted this  point. 

Indepth  Knowledge  of  Target  Audience 

Knowledge  of  who  constitutes  the  target  group  not  only  en- 
hances the  likelihood  of  a  message  being  received,  it  also  influ- 
ences how  the  message  is  delivered  and  who  should  deliver  it  as 
well.  Prograrnming  that  targets  youth,  for  example,  may  not 
appeal  to  adults;  the  inverse  may  also  be  true.  It  is  recommended 
that  educational  campaigns  target  four  specific  Latino  groups: 
(1)  Latino  adults,  both  males  and  females;  (2)  Latino  families; 
(3)  Latino  women  of  childbearing  age;  and  (4)  Latino  men  who 
drink  heavily,  ages  19  to  39  (OSAP  1990). 

Use  of  Local  Resources 

To  make  an  anti-AODA  campaign  more  relevant  to  a  Latino 
community,  every  effort  must  be  made  to  use  local  resources  in 
developing  and  implementing  AODA  messages: 

Communications  programs  or  strategies  should  neither  begin 
nor  end  with  information  campaigns.  Within  communities,  they 
should  seek  to  build  the  desire,  resources,  and  mechanisms  to 
promote  prevention-associated  behaviors.  There  are  appropri- 
ate national  roles  in  developing  leadership,  research  and  data, 
and  prototypes  of  programs,  but  without  the  community  base, 
the  national  component  will  not  fulfill  its  potential.  (OSAP  1990, 
p.  205) 

Use  of  Cultural  Themes 

AODA  community  education  campaigns  should  be  conceived 
not  in  a  social  vacuum  but  in  a  cultural  context.  Thus,  every  effort 
must  be  made  to  use  key  cultural  themes  in  educational  cam- 
paigns. Casas  (1992)  provides  an  excellent  example  of  this  point: 

In  providing  educational  programs,  all  relevant  personnel  must 
be  aware  that,  for  more  traditional  Hispanics,  the  concept  of 
simpcitica  (a  central  cultural  value  and  social  script  that  man- 
dates politeness  and  respect)  may  require  Hispanic  listeners  to 
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appear  to  agree  with  a  message  even  though  they  do  not 
understand  it  or  have  no  intention  of  foliowing  the  advice. . . . 
This  makes  it  crucial  that. . .  personnel  ask  questions  to  ensure 
that  AOD-related  information  has  been  correctly  understood. 
(p.  105) 

The  use  of  cultural  symbols  and  themes  increases  the  likelihood 
that  a  message  will  not  offend  a  community  and  will  achieve  its 
goal  of  properly  informing. 

Multimodalify  Intervention 

Individual-based  treatment  is  not  without  merit.  However,  the 
literature  on  Latinos  and  AODA  highlights  the  need  for  the  use 
of  multimodality  interventions  (Comas-Diaz  1986;  Delgado  1988; 
Gilbert  and  Cervantes  1986;  Singer  1984;  Santisteban  et  al.  1993). 
Delgado  (1989)  summarizes  the  literature  on  intervention:  "Lit- 
erature on  this  topic  stresses  use  of  a  wide  range  of  treatment 
modalities  . . .  the  treatment  of  choice  should  be  family  focused, 
complemented  by  individual  therapy,  whenever  possible. . . .  How- 
ever, the  use  of  groups  represents  an  added  dimension  to  treatment 
that  is  often  overlooked  or  dismissed  by  providers"  (p.  90). 

The  research  undertaken  by  Szapocnik  and  Kurtines  (1989) 
best  highlights  the  importance  of  involving  Latino  families  in 
treatment.  Familial  disruption  or  conflict,  as  already  indicated, 
can  often  be  a  direct  consequence  of  youth,  particularly  males, 
being  better  educated  and  more  highly  acculturated  than  their 
parents  (Booth  et  al.  1990;  Szapocnik  et  al.  1989).  Consequently, 
every  effort  must  be  made  to  involve  Latino  families  in  treatment. 

The  literature  on  group  intervention  with  Latinos,  for  exam- 
ple, has  shown  that  this  method  is  effective  and  may  be  the  best 
method  (Delgado  and  Humm-Delgado  1984).  This  approach  is 
conducive  to  mutual  help  (expressive  and  instrumental),  casting 
group  members  in  both  helper  and  helpee  roles.  In  addition,  it 
places  the  problem  of  AODA  intervention  into  a  broader  con- 
text— namely,  other  individuals  sharing  similar  needs  and  hopes. 
Comas-Diaz  (1986)  has  reported  on  the  importance  of  using 
group  modality  with  low-income  Puerto  Rican  alcoholic  women: 
"The  success  of  interventions  for  alcoholism  may  be  in  the  posi- 
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tive  restructuring  of  the  lives  of  the  significant  members.  The 
group  program  made  contact  with  significant  others  and  in- 
cluded them  in  treatment"  (pp.  56-57).  Multimodality  interven- 
tions provide  the  options  of  making  treatment  available  to  all 
Latinos,  regardless  of  predisposition  to  any  one  type  of  interven- 
tion. 

Bilingual  and  Blcultural  Staffing 
of  All  Services 

The  effectiveness  of  multimodality  interventions  is  predicated  on 
the  qualifications  of  the  staff  entrusted  to  carry  out  treatment. 
Qualifications,  in  this  instance,  are  not  limited  to  professional  or 
educational  credentials;  they  also  entail  cultural  competence. 
Cultural  competence  is  dramatically  increased  when  staff  share 
the  same  cultural  background  as  their  clients.  This  background, 
it  should  be  emphasized,  is  not  restricted  to  Latino  subgroups  but 
also  covers  such  key  factors  as  language  abilities,  socioeconomic 
status,  and  sexual  orientation. 

Programs  must  make  every  effort  to  have  Latino  repre- 
sentation at  all  levels  of  an  organization,  including  the  board  of 
directors,  and  should  have  more  than  one  Latino  representative. 
Delgado  (1979)  states: 

Human  service  agencies  very  often  employ  just  one  Hispanic 
staff  member  who,  in  turn,  is  faced  with  prodigious  obstacles 
within  the  setting  and  in  the  Hispanic  community.  Hispanic 
staff,  when  hired,  are  usually  paraprofessional  and  are  often  en- 
trusted with  virtually  every  Hispanic  case  the  agency  sees,  regardless 
of  the  complexity  of  the  presenting  problem.  Hispanic  staff  in 
predominantly  non-Hispanic  settings  often  experience  frustration  in 
carrying  out  their  job  responsibilities,  which  often  results  in  low  staff 
morale  and  high  staff  turnover,  (pp.  465-466) 

In  discussing  the  field  of  AODA,  Booth  and  colleagues  (1990) 
raise  an  important  point  when  examining  the  mixed  success  rate 
of  Latinos  in  treatment  programs: 

Treatment  efforts  with  Hispanic  clients  have  not  met  with  much 
success.  Whether  due  to  economic  or  other  factors,  many 
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Hispanics  in  treatment  are  disproportionately  enrolled  in  the 
programs  that  emphasize  pharmacological  treatment.  And 
much  of  the  failure  of  treatment  programs  can  be  attributed  to 
the  lack  of  bilingual  or  bicultural  personnel  qualified  to  address 
.  .  .  Hispanic  communities  in  the  United  States,  (p.  40) 

Thus,  availability  of  Latino  staff  increases  the  likelihood  that 
available  resources  are  used  to  the  maximum  extent  and  in- 
creases the  likelihood  of  therapeutic  success. 

Fitzpatrick  (1990)  commenting  on  the  importance  of  bilingual 
personnel,  states:  "Language  continues  to  be  a  problem  on  every 
level  of  Puerto  Rican  or  Hispanic  experience  .  .  .  things  have 
improved  .  .  .  but  the  problem  of  language  and  the  need  for 
bilingual  personnel  in  the  addiction  prevention  or  correction 
efforts  is  very  clear. ...  It  is  surprising  how  widely  this  elemen- 
tary point  is  neglected "  (p.  200).  In  essence,  as  researchers  have 
so  clearly  indicated,  success  at  recruiting  and  retaining  Latinos 
in  treatment  cannot  be  separated  from  the  necessity  of  having 
Latino  staff. 

Community  Capacity  Development 

National  campaigns  declaring  war  on  drugs  appear  and  disap- 
pear depending  on  political  climate.  This,  however,  does  not 
mean  that  the  problems  associated  with  AODA  disappear.  Con- 
sequently, it  is  of  paramount  importance  that  any  effort  to  ad- 
dress AODA  in  Latino  communities  focus  on  community 
capacity  development.  Community  capacity  development  is  the 
philosophical  foundation  for  developing  intervention  strategies 
that  build  on  and  use  individual,  family,  and  community 
strengths. 

These  strategies  must  stress  infrastructure  development, 
both  social  and  physical.  In  essence,  no  community  exists  without 
indigenous  resources.  These  resources,  in  turn,  represent  ave- 
nues for  validating  and  engaging  significant  sectors  of  a  commu- 
nity. According  to  McKnight  and  Kretzman  (1991),  there  are  two 
significant  reasons  for  developing  capacity: 

•  Significant  community  development  can  transpire  only 
when  local  community  members  are  committed  to  invest- 
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ing  themselves  and  their  resources  to  change  efforts.  Com- 
munities, as  a  result,  can  be  developed  only  from  the 
bottom  up. 

•  Development,  as  a  result,  must  commence  from  within, 
since  there  is  a  likelihood  of  government  not  making 
needed  resources  available. 

It  should  also  be  added  that  government  resources  are  never 
made  without  restrictions  attached  to  the  funds,  which  can  seri- 
ously compromise  a  community. 

McKnight  and  Kretzman's  work  in  the  area  of  community 
capacity  development  clearly  applies  to  the  Latino  community. 
Their  framework  for  assessing  community  capacity  stresses  or- 
ganizations and  businesses  and  consists  of  three  stages: 

•  Primary  building  blocks — assets  and  capacities  located 
inside  the  neighborhood,  largely  under  neighborhood  con- 
trol (individual,  associational,  and  organizational). 

•  Secondary  building  blocks — assets  located  within  the  com- 
munity but  largely  controlled  by  outsiders,  such  as  private 
and  nonprofit  organizations,  public  institutions  and  serv- 
ices, and  physical  resources  such  as  vacant  lands,  houses, 
etc. 

•  Potential  building  blocks — resources  originating  outside 
the  neighborhood  and  controlled  by  outsiders  (welfare 
expenditures,  public  capital  improvement  expenditures, 
public  information). 

Workers  in  the  field  of  AODA  prevention  and  treatment  can 
use  this  framework  for  increasing  the  capacity  of  the  Latino 
community  to  meet  its  own  needs.  The  use  of  primary  building 
blocks  as  the  foundation  of  all  services  will  serve  to  identify  and 
develop  a  comprehensive  system  of  culture-specific  services  that 
use  Latinos  as  providers  and  leaders  in  the  field.  Further,  it  will 
increase  community  participation  in  development,  both  organ- 
izational and  community. 
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Evaluation  of  Outcome  Measures 

Outcome  measures,  although  hoping  to  reflect  an  AOD-free 
existence,  will  also  reflect  the  nature  of  the  setting  offering  serv- 
ices, either  inpatient  or  outpatient.  The  development  of  outcome 
measures  for  Latinos  is  influenced  by  the  theories  of  etiology  an 
agency  subscribes  to  in  establishing  services.  Further,  it  can  be 
argued  that  these  outcome  measures  cannot  be  developed  with- 
out significant  input  from  both  providers  and  the  community. 
Consequently,  measures  must  be  based  on  a  solid  understanding 
of  the  goals  of  a  program  and  an  indepth  understanding  of  whom 
it  is  designed  to  assist  (Casas  1992;  Padilla  and  Snyder  1992). 

Unfortunately,  the  literature  on  treatment  outcomes  for  La- 
tinos is  seriously  lacking:  "While  we  have  recently  learned  much 
about  the  epidemiology  of  Hispanic  substance  abuse,  we  still 

know  little  about  what  is  effective  treatment  for  this  problem 

Treatment  centers  need  to  build  in  more  efficient  monitoring  and 
evaluating  systems  to  measure  the  results  of  their  efforts.  More 
effort  needs  to  take  place  in  the  long-term  follow-up  of  treatment 
effects  among  Hispanic  abusers"  (Mayers  and  Kail  1993,  p.  15). 

Mayers  and  Kail  (1993,  p.  15)  have  developed  a  series  of  key 
questions  that  should  be  a  part  of  any  effort  to  evaluate  treatment 
outcomes  for  Latinos: 

1.  What  factors  enter  into  decisions  to  seek  treatment,  to  stay  in 
treatment,  and  maintain  new  lifestyles  after  treatment? 

2.  What  are  the  differences  between  those  Latinos  who  seek 
treatment  and  those  who  do  not? 

3.  What  are  the  critical  factors  or  predictors  of  successful  adjust- 
ment after  treatment? 

4.  What  role  does  gender  play  in  treatment  decisions? 

5.  And  how  are  the  responses  to  these  questions  unique  to 
Latinos  as  compared  to  Whites,  and  what  intercultural  differ- 
ence exist? 

Barrera  and  Reese  (1993)  raise  an  important  treatment  ques- 
tion related  to  natural  support  systems:  How  can  natural  support 
systems  be  positive  factors  that  protect  Latinos  from  AODA  as 
well  as  influences  that  can  increase  their  risk  for  abusing  drugs? 
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Santisteban  and  colleagues  (1993)  have  focused  their  measures 
on  various  aspects  of  family  functioning.  In  essence,  there  are  no 
"standard"  outcome  measures  that  are  universal  for  use  with 
Latinos.  Instead,  there  are  numerous  measures  that  reflect  spe- 
cific settings,  subgroups,  drugs,  and  contexts. 

Conclusion 

Fortunately,  the  professional  literature  and  the  social  work  pro- 
fession have  started  to  take  notice  of  Latinos  and  the  field  of  AOD 
problem  prevention  and  treatment.  Culture-specific  interven- 
tions necessitate  a  clear  understanding  of  this  population  and  all 
of  its  subgroups.  This  chapter  provided  the  reader  with  a  foun- 
dation on  the  topic,  issues  related  to  service  delivery,  and  a 
framework  for  assessing  and  developing  interventions.  The  dy- 
namic changes  occurring  in  the  Latino  population  make  gener- 
alizations difficult,  if  not  dangerous.  Practitioners  must  endeavor 
not  to  stereotype  this  very  diverse  ethnic  group.  The  develop- 
ment of  culture-specific  interventions  must  be  systematically 
planned  and  implemented,  with  input  from  providers  and  com- 
munity whenever  possible. 
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Introduction 

Solutions  to  alcohol  and  other  drug  abuse  (AODA)  as  a  societal 
problem  and  as  an  individual  problem  must  include  an  under- 
standing of  their  historical  role  and  of  the  influence  these  sub- 
stances have  on  contemporary  society.  To  this  end,  this  paper 
explores  alcohol  and  other  drug  (AOD)  use  among  African 
Americans  in  a  historical  and  cultural  context.  It  also  includes  an 
overview  of  epidemiological  data,  examples  of  culturally  sensi- 
tive and  appropriate  programs,  and  an  analysis  of  outcome 
measures.  Since  it  includes  a  historic  analysis,  the  terms  Negro, 
Black,  and  African  American  are  used  as  they  reflect  the  so- 
ciopolitical context  of  the  various  eras. 

Most  of  the  literature  related  to  African  Americans  and  AOD 
use  defines  African  Americans  as  a  homogeneous  population 
with  a  single  culture;  therefore,  historic  and  contemporary  dif- 
ferences within  the  group  have  been  largely  ignored.  Conse- 
quently, there  is  a  paucity  of  data  that  focus  on  the  diversity 
within  the  African- American  population  in  general  or  the  diver- 
sity of  attitudes  and  behaviors  regarding  AOD  use  among  Afri- 
can Americans  in  particular.  This  lack  of  information  highlights 
the  problems  inherent  in  research  methodologies  that  study 
"race"  rather  than  "culture"  or  "ethnicity"  (Gaines  1985). 

Historical  Context  of  Alcohol  and 
Other  Drug  Use  Among  African 
Americans 

Contemporary  patterns  of  AOD  use  are  believed  to  be  influenced 
by  historical  events  (Herd  1985;  Wright  et  al.  1990).  The  history 
of  Africans  in  the  United  States  is  marked  by  specific  social, 
economic,  and  political  movements.  This  section  of  the  paper 
examines  the  role  that  AOD  use  played  during  the  following 
social  movement  eras:  precolonial  Africa,  slavery,  abolition,  after 
emancipation,  and  after  the  civil  rights  movement. 
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Precolonial  Africa 

It  is  important  to  reiterate  that  differences  among  African  Ameri- 
cans as  a  group  existed  before  slavery  in  that  slaves  came  from 
various  tribes,  spoke  different  languages,  practiced  different  re- 
ligions, and  held  different  values  (Stevenson  1993). 

It  is  believed  that  most,  though  not  all,  African  Americans  in 
the  United  States  share  a  West  African  ancestry.  This  non-Islamic 
tribal  culture  had  a  long  tradition  of  using  fermented  grains  and 
palm  sap  to  make  beer  and  wine  (Herd  1985).  Kola  nuts  and 
vegetables  were  also  used  as  intoxicants  or  stimulants  (McNeese 
and  DiNitto  1994).  However,  the  use  of  these  substances  was  not 
seen  as  a  problem.  To  the  contrary,  the  consumption  of  alcohol, 
especially  beer,  was  an  integral  part  of  collective  social  activities 
and  associated  with  cultural  practices  of  medicine,  religion,  and 
rites  of  passage  celebrations.  This  tradition  valued  moderate 
drinking  and  disapproved  of  intoxication  and  any  related  dis- 
ruptive behaviors  (Herd  1985;  Umunna  1967).  Hence,  while  AOD 
use  was  an  integral  part  of  West  African  (non-Islamic)  culture,  its 
use  was  not  a  social  problem. 

Slavery:  Rural  South 

One  of  the  most  profound  historical  events  for  African  Americans 
is  slavery.  While  slaves  were  held  by  Northern  slaveholders,  the 
majority  of  slaves  were  held  in  the  South.  There  were  many  class 
differences  within  the  slave  culture  based  on  social  status,  gen- 
der, physical  health  and  physique,  the  nature  of  assigned  jobs, 
and  skin  color.  The  slaves  also  differed  in  their  religious  beliefs 
(Joyner  1991).  While  some  slaveholders  instructed  slaves  in 
Christianity,  others  actively  opposed  efforts  to  Christianize  the 
slaves.  In  spite  of  Christianity,  many  slave  funerals  drew  on 
African  tradition  and  were  seen  as  a  celebration  of  the  person's 
life.  Such  celebrations  included  singing,  dancing,  and  drinking 
(Goldfield  1991).  However,  there  was  a  strong  Islamic  presence, 
which  did  not  include  the  consumption  of  alcohol. 

There  was  also  a  belief  in  the  supernatural,  which  incorpo- 
rated African  spirit  beliefs  and  Christianity.  There  is  nothing  in 
the  literature  to  suggest  that  alcohol  was  used  by  the  conjurers 
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who  practiced  voodoo.  However,  according  to  Charles  Joyner 
(1991)  conjurers  used  natural  herbs,  roots,  and  chemicals  (espe- 
cially sulfur)  in  their  rituals,  a  practice  that  exists  among  some 
African- American  cultures  today. 

For  the  most  part,  the  continuation  of  drinking  in  moderation 
and  the  disapproval  of  socially  disruptive  behavior  that  was  a 
part  of  the  West  African  way  of  life  was  reinforced  in  slavery. 
However,  there  are  conflicting  accounts  in  the  literature  regard- 
ing alcohol  use  during  slavery.  On  the  one  hand,  Wright  and 
colleagues  (1990)  describe  alcohol  as  an  integral  part  of  the  slaves' 
life,  with  weekend  drinking  as  a  reward  for  hard  work  described 
as  one  identifiable  pattern.  On  the  other  hand,  Joyner  (1991) 
suggests  that  drinking  was  not  an  integral  part  of  slave  life  when 
he  quotes  slaves  saying,  'The  men  would  save  money  out  of 
crops  to  buy  their  Christmas  whiskey.  It  was  all  right  for  the 
slaves  to  get  drunk  on  Christmas  and  New  Year's  day;  no  one 
was  whipped  for  getting  drunk  on  those  days"  (p.  82).  During 
this  era,  there  was  a  prevailing  belief  that  slaveholders  used 
alcohol  to  manipulate  slaves  and  minimize  unrest.  According  to 
Joyner,  Frederick  Douglass  believed  that  such  holidays  were 
"among  the  most  effective  means  in  the  hands  of  slaveholders  in 
keeping  down  the  spirit  of  insurrection"  (p.  82),  and  in  1892  he 
argued  that  sobriety  was  necessary  for  freedom  because  one  had 
to  be  alert  to  plan  and  execute  escape  to  freedom.  This  is  also  a 
sentiment  shared  by  contemporary  author  Amuleru-Marshall 
(1993),  who  refers  to  "chemical  slavery"  as  the  result  of  the  impact 
of  AOD  use  on  the  contemporary  African- American  community. 
While  there  is  debate  regarding  the  role  that  alcohol  played 
during  slavery,  all  accounts  seem  to  agree  on  the  absence  of 
alcohol-related  problems.  The  literature  attributes  the  absence  of 
such  problems  to  the  slaves'  precolonial  culture  and  the  slave 
culture,  both  of  which  negatively  reinforced  disruptive  drinking 
behavior  (Herd  1985).  This  phenomenon  was  so  pervasive  that 
African  Americans  were  thought  to  be  physiologically  immune 
to  alcoholism. 
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Slavery:  Urban  South 

Not  all  Blacks  were  slaves.  Some  were  born  as  Free  Blacks. 
However,  most  slaves  lived  on  plantations  in  the  rural  South, 
while  most  Free  Blacks  lived  in  urban  areas.  Many  of  these  urban 
Free  Blacks  held  relatives  as  slaves  with  the  intent  of  freeing 
them.  Hence,  there  have  been  class  differences  among  African 
Americans  since  slavery.  As  these  socioeconomic  class  differ- 
ences emerged  among  African  Americans,  differences  in  atti- 
tudes and  behavior  regarding  AOD  use  became  more  apparent. 
African  Americans  in  urban  areas  (whether  free  or  enslaved) 
frequented  taverns,  even  though  it  was  illegal  to  serve  liquor  to 
slaves  throughout  the  urban  South.  According  to  Goldfield  in 
Before  Freedom  Came,  "the  problem  was  less  the  sale  of  alcohol  to 
slaves  than  the  alleged  plots  that  might  be  hatched  in  such  a 
convivial  and  heady  atmosphere"  (p.  141). 

There  was  not  only  a  distinction  between  Free  Blacks  and 
slaves  but  there  were  also  distinctions  based  on  skin  color  and  on 
class  and  ethnicity.  Hence,  "Latin  Negroes"  of  Creole  descent 
were  distinguished  from  "American  Negroes,"  and  "elite  Free 
Blacks"  were  distinguished  from  "poor  Blacks."  There  were  also 
differences  based  on  religion.  Creole  Blacks  were  usually  Catho- 
lic. Slaves  or  poor  Free  Blacks  usually  attended  the  African- 
Methodist  or  African-Baptist  churches.  These  class  and  religious 
differences  were  also  reflected  in  drinking  norms.  For  instance, 
African  Americans  who  were  active  in  fundamentalist  churches 
were  likely  to  hold  an  anti-alcohol  ideology,  which  included  a 
ban  on  drinking  alcohol,  whereas  "elite  Free  Blacks"  used  alcohol 
as  a  way  of  displaying  wealth.  Even  in  1993,  frequent  church 
attendance  was  found  to  serve  as  a  protective  factor  against 
heavy  drinking  among  African-American  women  (NIAAA 
1993). 

The  Abolition  Movement 

The  temperance  movement  and  the  abolition  movement  were 
intrinsically  connected.  Churches  (Black  and  White)  played  a 
major  role  in  both  the  antislavery  and  the  temperance  movements 
(Herd  1985).  On  the  one  hand,  the  Black  church  reinforced  tern- 
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perance  and  abstinence  among  African  Americans  throughout 
the  19th  century;  on  the  other  hand,  the  White  reformist  Protes- 
tant churches  denounced  slavery  and  the  consumption  of  alcohol 
(Herd  1985).  The  popularity  of  the  temperance  movement  among 
African  Americans  resulted  in  the  formation  of  several  "colored" 
temperance  societies  throughout  the  United  States  between  1829 
and  1838  (Herd  1985). 

After  Emancipation 

Johnson  and  Nishi  (1976)  suggest  that  society's  definition  of  the 
problem  of  addiction  among  racial  minorities  resembles  equiva- 
lent definitions  from  other  American  social  reform  movements, 
in  that  reform  movements  often  symbolically  associate  the  vul- 
nerability of  people  of  color  with  the  social  problem  under  attack. 
This  has  been  a  common  thread  in  the  history  of  African  Ameri- 
cans and  society's  approach  to  alcohol,  cocaine,  and  heroin  abuse 
as  a  social  problem  (Gaines  1985;  Herd  1990;  Ray  and  Ksir  1993). 
Just  as  the  consumption  of  alcohol  by  African  Americans  was 
used  as  a  social  tool  of  control  during  slavery  (Herd  1985),  it 
became  a  political  tool  of  control  following  slavery.  It  was  used 
as  an  argument  for  segregation  and  denying  African  Americans 
the  right  to  vote.  According  to  Herd  (1985),  during  Prohibition, 
Whites  described  the  Black  vote  as  being  corrupted  by  liquor  and 
Blacks  themselves  as  liquor-crazed.  This  turn  of  events  was  seen 
as  symbolic  of  larger  social  problems,  with  Blacks  being  scape- 
goats for  the  existing  political  factions  and  economic  strife. 

The  "Negro  problem"  became  a  central  issue  in  liquor  reform, 
wherein  alcohol  use,  especially  "Nigger  gin,"  was  used  to  exac- 
erbate racial  tensions  by  associating  consumption  of  alcohol  by 
Blacks  with  the  rape  of  White  women.  The  African  Americans 
who  once  embraced  the  prohibition  movement  began  opposing 
prohibition  as  the  movement  embraced  racist  propaganda  and 
White  supremacy  ideologies. 

After  the  Civil  Rights  Movement 

The  civil  rights  movement  spans  almost  a  half  a  century.  Ac- 
cording to  The  State  of  Black  America  (Jacobs  1993),  this  social 


75 


movement  can  be  conceptualized  as  two  movements:  one  ended 
segregated  schools,  the  other  ended  the  remaining  traditional 
segregation  practices.  The  historical  literature  does  not  directly 
address  AOD  use  among  African  Americans  during  the  civil 
rights  era.  However,  recent  studies  show  that  as  people  of  color 
and  women  become  acculturated  into  the  majority  culture,  their 
AOD  use  approximates  that  of  Whites  (Gilbert  1991;  Vega  et  al. 
1993a). 

Alcohol 

Regardless  of  whether  or  not  alcohol  and  other  drugs  were  used, 
they  played  and  continue  to  play  a  major  economic  and  social 
role  in  African- American  life.  Bootlegging  became  a  major  activ- 
ity that  offered  economic  and  social  stability.  Many  families  used 
this  new  industry  to  finance  their  children's  education.  Individ- 
ual entrepreneurship  in  the  form  of  liquor  stores  and  nightclubs 
influenced  the  development  of  an  African- American  entertain- 
ment culture  (Daniels  1980).  Alcohol  emerged  as  a  symbol  of 
sociability,  sophistication,  and  wealth. 

The  fact  that  alcohol  continues  to  be  a  part  of  the  social  life 
for  some  African  Americans  is  evidenced  by  the  liquor  industry's 
current  practice  of  targeting  African  Americans  as  a  major  market 
in  its  advertising.  While  the  sales  of  AOD  result  in  a  thriving 
economy,  it  also  resulted  in  myriad  related  problems.  As  in 
slavery,  some  contemporary  authors  also  believe  that  AOD  and 
arrests  for  behaviors  associated  with  them  are  a  means  of  social 
control  (Amerulu-Marshall  1993;  Staples  1988).  Therefore,  am- 
bivalent attitudes  have  emerged  as,  on  the  one  hand,  African 
Americans  benefited  from  the  alcohol  economy  and,  on  the  other 
hand,  experience  the  emergence  of  alcohol-related  medical,  so- 
cial, and  legal  problems  (Herd  1985). 

Cocaine 

After  emancipation,  cocaine  and  opiate  addiction  also  emerged 
as  problems.  It  was  a  problem  among  soldiers  of  the  Civil  War 
and  became  a  part  of  the  entertainment  culture. 
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As  in  the  case  of  alcohol,  post-Reconstruction  fear-provoking 
ideas  of  Whites  about  African  Americans  were  also  associated 
with  cocaine  use.  Whites  referred  to  African  Americans  as  "co- 
caine crazed"  and  blamed  them  for  the  crime  problem,  even 
though  cocaine  was  used  by  both  African  Americans  and  Whites. 
Around  the  turn  of  the  century  it  was  an  ingredient  in  Coca-Cola 
(Johnson  and  Nishi  1976). 

Heroin 

Heroin  use  in  the  African- American  community  was  also  accom- 
panied by  a  belief  by  Whites  that  African  Americans  were  pecu- 
liarly susceptible  to  heroin  addiction.  Hence,  the  "drug  problem" 
was  seen  primarily  as  a  "Black  problem."  Consequently,  the 
identification  of  African  Americans  with  heroin  use  in  a  hostile 
political  environment  resulted  in  punitive  drug  control  legisla- 
tion in  the  1950's  (Ray  and  Ksir  1993).  The  1956  Narcotics  Drug 
Control  Act,  which  permitted  the  death  penalty  for  the  sales  of 
narcotics  to  minors,  is  an  example.  Drug  use  as  a  problem  outside 
the  African-American  community  was  not  identified  as  such 
until  after  1965  and  the  emergence  of  the  counterculture  exem- 
plified by  Dr.  Timothy  Leary. 

Demographic  Overview  of 
Contemporary  African  Americans 

It  is  difficult  to  get  an  accurate  picture  of  the  African  Americans 
whose  descendants  were  brought  to  the  United  States  as  slaves, 
because  the  most  recent  census  count  (1990)  does  not  distinguish 
between  African  Americans,  African  Caribbeans,  Africans  from 
the  other  Americas,  and  Africans  from  Africa  who  immigrated 
to  the  United  States.  Hence,  "Black"  is  used  as  the  official  desig- 
nation (U.S.  Bureau  of  the  Census  1993). 

The  1990  census  provides  the  following  data: 

•  There  were  30  million  Blacks  in  the  United  States.  This  is  a 
13  percent  increase  over  the  1980  census.  This  population 
growth  includes  immigrants  from  the  Caribbean  and 
Africa. 
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•  The  median  age  of  the  Black  population  is  6  years  younger 
than  that  of  the  White  population,  with  Black  women 
living  longer  than  Black  men. 

•  Most  Blacks  live  in  large  metropolitan  areas;  however,  by 
1990,  more  were  buying  homes  in  the  suburbs  than  had 
done  so  in  1980. 

•  More  Black  women  than  Black  men  have  completed  col- 
lege. 

•  Blacks  are  unemployed  at  more  than  twice  the  rate  of 
Whites;  however,  more  Black  women  are  employed  than 
White  women,  and  the  proportion  of  employed  Black 
women  was  higher  than  employed  Black  men. 

•  The  median  income  of  Black  families  improved  over  the 
decade  but  in  1990  was  still  only  83  percent  of  the  median 
income  of  comparable  White  families. 

•  Poverty  levels  for  Blacks  were  about  the  same  at  the  begin- 
ning of  the  decade  and  at  the  end  of  the  decade. 

•  The  number  of  Black  female-headed  households  increased 
from  1980  to  1990. 

•  The  number  of  professional  Blacks  increased  over  the  decade. 

In  summary,  the  1990  census  report  identified  differences 
among  Blacks  according  to  income  and  age  when  compared  to 
Whites,  and  gender  differences  among  Blacks  in  relation  to  edu- 
cation and  unemployment.  These  generalizations  give  a  demo- 
graphic overview  but  do  not  add  to  an  understanding  of  the 
differences  among  the  subgroups  of  African  Americans,  espe- 
cially in  relation  to  cultural  identification. 

Cultural  Identification 

It  is  difficult  and  unfair  to  characterize  a  group  as  diverse  as 
African  Americans  by  race,  because  race  is  an  inadequate  meas- 
ure of  cultural  or  ethnic  identification  (Cheung  1991;  Gray  and 
Barrow  1993).  Therefore,  it  is  necessary  to  consider  collective 
group  cultural  similarities  and  intragroup  cultural  differences. 
The  similarities  result  from  the  collective  and  historical  experi- 
ences that  result  from  being  of  African  descent  in  America.  These 
similarities  reflect  characteristics  that  identify  African  Americans 
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as  a  group  with  a  heritage  that  is  necessarily  African  (Butler  1992). 
However,  the  characteristics  may  not  be  readily  identified  as 
African,  since,  unlike  other  American  groups,  African  Americans 
do  not  have  a  direct,  identifiable  kinship  group  and  cultural  link 
that  can  be  traced  to  a  particular  tribal  group,  village,  or  family 
in  Africa.  Therefore,  African  Americans  may  not  understand  that 
some  similarities  result  from  a  common  heritage,  because  that 
heritage  bond  was  deliberately  broken  by  the  slave  trade  econ- 
omy. It  was  replaced  with  a  ban  on  education,  a  dissolution  of 
individual  family  units,  and  economic  dependence — the  same 
issues  that  are  identified  with  contemporary  AODA. 

Similarities  Among  African  Americans 
Regarding  Alcohol  and  Other  Drugs 

The  historical  context  and  accompanying  positive  and  negative 
influences  that  AOD  use  has  had  on  the  African- American  com- 
munity have  resulted  in  the  ambiguity  of  drinking  norms  that  is 
reflected  in  contemporary  literature  and  current  epidemiological 
studies.  Studies  (NIAAA 1993)  show  a  high  number  of  abstainers 
on  the  one  hand  and  a  disproportionate  number  of  African 
Americans  in  the  using  population  on  the  other  hand. 

A  discussion  of  AOD  use  must  consider  the  socioeconomic 
conditions  in  which  the  behavior  occurs,  because  research  has 
found  racial  differences  in  drinking  patterns  associated  with  such 
sociodemographic  characteristics.  Some  theories  of  etiology  hy- 
pothesize a  relationship  between  AODA  and  stress  associated 
with  such  problems  as  living  with  unemployment  and  poverty. 
The  frustration  associated  with  racism  and  discrimination  and 
the  availability  of  substances  are  believed  to  contribute  to  the 
widespread  AOD  problems  (Primm  1987).  According  to  the  Na- 
tional Urban  League  State  of  Black  America  (Jacobs  1993),  unem- 
ployment, poverty,  economic  instability,  and  discrimination 
beset  African  Americans  disproportionately,  and  this  may,  in 
part,  explain  why  African  Americans  are  disproportionately  rep- 
resented among  the  AOD-abusing  population. 

As  implied  from  the  history  of  African  Americans  in  the 
United  States  in  previous  sections  of  this  chapter,  the  following 
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similarities  and  themes  regarding  AOD  have  resulted,  in  part, 
from  the  collective  and  historical  experiences  of  African  Ameri- 
cans. Many  are  carried  over  from  African  customs. 

•  African  Americans  have  been  victimized  by  societal  and 
institutional  practices  of  racism,  and  the  resultant  conse- 
quences of  racism  lead  to  a  distortion  of  the  reality  of 
African- American  addiction  manifested  in  research  meth- 
odology (Cook  1987;  Feagin  1987;  Johnson  and  Nishi  1976). 

•  African  Americans  distinguish  alcohol  from  food  and  view 
its  taste  as  unsuitable  for  consumption  with  meals  (Gaines 
1985). 

•  African  Americans  tie  the  consumption  of  alcohol  to  cele- 
brations and  sociability  (Gaines  1985). 

•  African  Americans  who  drink  also  associate  alcohol  with 
the  "blues"  and  use  it  as  a  psychological  remedy  for  "bad 
times"  (Gaines  1985). 

•  The  consumption  of  high-priced,  high-proof  brands  of 
alcohol  is  often  viewed  as  a  status  symbol,  which  media 
advertising  perpetuates  (CSAP  1993;  Gaines  1985). 

•  Alcohol  and  other  drugs  are  more  accessible  in  urban 
communities  where  liquor  stores  are  the  most  common 
type  of  small  business  and  where  drug  trafficking  is  a 
rewarding  economic  activity  among  some  subcultures 
(CSAP  1993). 

Other  Similarities  Among  African 
Americans 

Any  generalizations  that  could  be  reliably  made  about  African 
Americans  as  a  group  are  related  to  the  influence  of  "race"  on 
quality  of  life  and  the  quest  for  identity  within  this  society.  Butler 
(1992)  states  that  "the  quest  for  identity  could  easily  be  consid- 
ered the  major  theme  of  African- American  existence  in  the  West- 
ern world"  (p.  26).  Several  other  authors  (Amuleru-Marshall 
1993;  Bell  and  Evans  1981;  Butler  1992;  Gaines  1985)  also  identify 
racial  consciousness  as  a  theme  among  African  Americans.  Most 
of  them  describe  the  complex  nature  of  maintaining  an  identity 
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as  an  African  American  while  simultaneously  responding  to  the 
expectations  of  adjusting  to  a  majority  European  American  cul- 
ture. The  stress  associated  with  this  process  has  also  been  associ- 
ated with  the  use  of  AOD  use  as  a  way  of  medicating  "racial  pain" 
(Bell  and  Evans  1981;  Goddard  1993;  Neff  and  Hoppe  1992; 
Rhodes  and  Jason  1990).  Even  though  this  process  of  cultural 
adaptation  is  a  shared  experience  among  African  Americans,  the 
nature  of  the  acquired  cultural  identity  results  from  a  dynamic 
process  that  varies  among  African  Americans.  These  variations 
reflect  an  example  of  the  heterogeneity  among  the  group. 

Differences  and  Heterogeneity  Among 
African  Americans 

Intragroup  differences  reflect  the  heterogeneity  among  African 
Americans  and  also  represent  the  nature  of  cultural  identity.  Bell 
and  Evans'  (1981)  model  of  heterogeneity  among  Blacks  de- 
scribes the  use  of  a  "double  consciousness"  (awareness  of  being 
Black  in  a  White  society)  as  a  dynamic  of  protection  against 
racism.  They  identify  four  primary,  interpersonal  styles  often 
adopted  by  African  Americans:  acculturated,  bicultural,  cultur- 
ally immersed,  and  traditional.  They  note  that  these  styles  are 
dynamic  and  may  change  over  time  or  as  interpretations  of 
personal  experiences  dictate.  This  concept  stresses  the  impor- 
tance of  assessing  one's  interpersonal  style  in  order  to  intervene 
in  a  culturally  appropriate  way.  It  focuses  on  the  importance  of 
matching  client  and  worker  according  to  interpersonal  styles 
rather  than  race. 

Implicit  in  the  Bell  and  Evans  model  is  the  concept  of  different 
worldviews  associated  with  the  different  interpersonal  styles, 
since  each  style  has  adopted  a  different  way  of  interpreting  and 
responding  to  being  Black  in  a  predominantly  White  society. 
According  to  Butler  (1992)  "the  world  view  of  African  Americans 
represents  their  general  design  for  living  and  patterns  for  inter- 
preting reality.  It  is  how  they  make  sense  of  their  world  and  their 
experiences  . . .  and  provides  the  process  by  which  those  events 
are  made  harmonious  with  their  lives"  (p.  29). 
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Using  the  Bell  and  Evans  model,  it  may  be  assumed  that 
differing  world  views  can  be  associated  with  the  differing  inter- 
personal styles.  For  instance,  the  acculturated  style  that  rejects 
African  customs  could  be  associated  more  with  a  European 
worldview;  on  the  other  hand,  a  culturally  immersed  style  that 
embraces  African  customs  could  be  more  closely  associated  with 
an  African-centered  worldview.  Of  course  these  examples  repre- 
sent extremes  with  other  worldviews  representing  various  mu- 
tations of  those  views.  Hence,  not  all  African  Americans  share  the 
same  worldview.  This  realization  raises  questions  about  the  ex- 
tent to  which  all  African  Americans  should  share  such  a  world- 
view. 

Since  most  AOD  prevention  programs  are  designed  from 
European- American  values  and  most  approaches  have  been  less 
effective  with  African  Americans  who  abuse  AOD  than  with 
Whites,  several  authors  (Amuleru-Marshall  1993;  DeLeon  et  al. 
1993;  Rowe  and  Grills  1993;  Smith  et  al.  1993)  suggest  that  the 
prevailing  prevention  and  treatment  strategies  are  insensitive  to 
African- American  behavioral  patterns  and  are  therefore  inappro- 
priate for  African  Americans.  Since  there  are  differing  world- 
views  among  African  Americans,  appropriate  interventions  need 
to  consider  worldview  and  interpersonal  style. 

The  following  behavioral  patterns  have  been  associated  with 
an  African  orientation  and  may  aid  in  assessing  interpersonal 
style.  In  "Of  Kindred  Minds:  The  Ties  that  Bind/'  Butler  (1992) 
describes  the  six  trends  developed  by  Na'im  Akbar  as  descriptive 
of  African- American  behavioral  patterns  that  are  different  from 
those  of  people  of  European  descent.  These  trends  are  manifested 
in  language,  oral  patterns,  people  orientation,  interactive  style, 
African  thought,  and  spontaneity. 

African- American  language  is  highly  affective  and  rhythmic 
and  uses  pantomime-like  body  movements.  Oral  patterns  rely 
more  on  the  spoken  word  than  on  the  written  word.  The  value 
placed  on  the  spoken  word  results  in  a  sensitivity  to  subtleties  in 
other's  expressions  and  intonation.  Orientation  toward  people  is 
a  value  believed  to  be  an  African  carryover  that  places  a  higher 
value  on  the  group  than  on  the  individual.  The  African- American 
interactive  style  of  communicating,  referred  to  as  "call  and  re- 
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spond"  and  often  seen  in  traditional  African- American  churches, 
is  one  in  which  the  listeners  immediately  respond  in  support  of 
the  speaker.  African  thought  refers  to  a  respect  for  "hunches"  as 
a  means  of  problem  solving.  Some  people  may  also  associate  a 
spiritual  component  with  these  internal  cues.  Spontaneity  is  seen 
as  a  strength  and  refers  to  an  ability  to  rapidly  adapt  to  different 
situations.  These  behavioral  patterns  are  rooted  in  Africa  and  in 
part  distinguish  African  Americans  from  other  American  groups. 
An  African- American  world  view  is  another  distinguishing  char- 
acteristic. 

The  importance  of  determining  worldview  among  African 
Americans  when  considering  culturally  appropriate  intervention 
strategies  is  pointed  out  in  a  study  of  cultural  relevance  in  a 
therapeutic  community,  which  found  that  African-American 
AOD  abusers  who  reject  the  values  of  mainstream  society  may 
be  poorly  assimilated  into  therapeutic  communities  that  rein- 
force mainstream  values;  whereas  recovering  AOD  abusers  who 
value  success  in  the  larger  society  demonstrate  better  adjustment 
to  the  mainstream-oriented  therapeutic  community  (DeLeon  et 
al.  1993). 

A  study  of  attitudes  about  AODA  (Gary  and  Berry  1985) 
found  that  racial  consciousness  was  highly  correlated  with  atti- 
tudes about  drug  use.  An  African-centered  worldview  has  been 
suggested  as  a  more  appropriate  approach,  because  racial  and 
cultural  consciousness  is  the  basis  for  helping  African  Americans 
understand  that  which  identifies  them  as  a  group  distinct  from 
other  groups  in  the  United  States  (Butler  1992).  Such  a  worldview 
is  suggested  as  a  means  of  "transformative  healing"  from  AODA 
(Rowe  and  Grills  1993).  As  a  result,  many  primary  prevention 
programs  designed  for  African  Americans  include  interventions 
directed  at  racial  consciousness  and  self-determination. 

According  to  the  African-American  worldview,  AODA 
results,  in  part,  from  the  cultural  and  political  imbalance  that 
denies  African  Americans  the  opportunity  to  work  toward  self- 
determination  (Wilson  1990).  Therefore,  it  would  appear  that  the 
appropriateness  of  the  Afrocentric  approach  may  also  be  related 
to  perceptions  of  self-determination. 
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In  summary,  AOD  use  occurs  in  a  social-cultural-political 
context.  Racism  (individual  and  institutional)  as  a  part  of  the 
experience  of  African  Americans  is  the  thread  that  runs  through 
the  collective  experiences  of  the  group.  Consequently,  attempts 
to  understand  individual  and  group  behavior  in  general  and 
AOD-related  behavior  in  particular  must  acknowledge  the  role 
that  racism  plays  (Amuleru-Marshall  1993;  Bell  and  Evans  1981). 
These  cultural  experiences  not  only  help  understand  the  existing 
trends  and  patterns  of  AOD  use,  but  they  also  have  implications 
for  the  inclusion  of  culturally  appropriate  strategies  in  the  formu- 
lation of  prevention,  treatment,  and  policy  development. 

Extent  of  the  Problem 

Research  on  AOD  problems  tends  to  focus  on  either  the  general 
population  or  treatment  populations.  There  are  differences  be- 
tween the  two  populations,  and  there  are  methodological  differ- 
ences between  the  research  on  these  populations.  Treatment 
population  research  is  often  conducted  on  small,  nonrepresenta- 
tive,  convenient  samples.  General  population  research  has  a  large 
representative  sample;  however,  it  typically  uses  a  survey  instru- 
ment and  may  lack  sufficient  numbers  of  problem  users  and 
clinically  relevant  variables  to  generalize  (Lee  et  al.  1991).  Al- 
though each  approach  has  advantages  and  disadvantages,  the 
research  limitations  result  in  a  research  "gap"  (Wilsnack  et  al. 
1985). 

Most  of  the  data  on  AOD  and  African  Americans  are  derived 
from  large,  national  samples.  This  research  typically  adheres  to 
traditional  epidemiological  research,  biological  theories  of  etiol- 
ogy, and  racial  and  social  classification  categories.  For  the  most 
part,  they  do  not  use  a  cultural  theory  of  human  difference 
(Gaines  1985)  or  an  ethnographic  approach.  Hence,  the  informa- 
tion is  more  useful  in  intergroup  social  comparisons  than  in 
intragroup  cultural  comparisons.  Therefore,  the  capacity  to  un- 
derstand intragroup  variation  is  limited. 
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Alcohol 

In  the  Eighth  Special  Report  to  the  U.S.  Congress  on  Alcohol  and 
Health  (NIAAA 1993),  Herd  (1990)  observes  that  drinking  norms 
continue  to  be  ambiguous  among  African  Americans,  as  reflected 
in  a  pattern  of  abstinence  by  most  African  Americans  and  heavy 
drinking  by  a  small  subsample  of  the  entire  population.  African- 
American  drinkers  also  have  identifiable  drinking  patterns:  Af- 
rican Americans  tend  to  be  group  drinkers  or  weekend  drinkers, 
and  street  drinking  has  emerged  among  some  young  men  as  a 
social  custom  (Goddard  1993).  These  patterns  seem  to  be  consist- 
ent with  the  description  of  the  precolonialization  pattern  de- 
scribed by  Herd  (1985).  Unlike  previous  historical  periods  and  in 
spite  of  the  fact  that  African  Americans  have  higher  rates  of 
alcohol  abstinence  than  Whites,  African  Americans  currently 
have  higher  rates  of  alcohol-related  medical  problems  and  mor- 
tality rates  than  do  Whites  (Goddard  1993;  NIAAA  1994).  On  the 
other  hand,  a  treatment  population  study  comparing  problems 
in  living  for  Black  and  Whites  entering  AODA  treatment  pro- 
grams (Lee  et  al.  1991)  found  no  Black-White  difference  in  sever- 
ity of  medical  problems.  However,  they  did  find  that  Black  clients 
were  more  likely  to  be  unemployed  and  were  more  likely  to  use 
other  drugs  in  combination  with  alcohol. 

Illicit  Drugs 

Most  of  the  official  data  regarding  illicit  drug  use  are  derived 
from  the  National  Household  Survey  on  Drug  Abuse;  the  Drug 
Abuse  Among  American  High  School  Seniors,  College  Students, 
and  Young  Adults  survey;  the  Drug  Abuse  Warning  Network; 
the  Drug  Use  Forecasting  System;  and  law  enforcement  and 
clinical  treatment  statistics.  The  data  from  the  surveys  are  taken 
from  samples  in  which  African  Americans  are  underrepresented; 
therefore  the  findings  may  not  accurately  reflect  the  extent  of  the 
problem  (Primm  1987). 

Marijuana 

Marijuana  use  is  seen  as  the  least  risky  of  the  illicit  drugs,  and  it 
is  the  most  commonly  used  illicit  drug  (SAMHSA  1993).  There 
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are  different  patterns  and  trends  of  marijuana  use  among  African 
Americans.  Research  involving  young  African- American  men 
and  Vietnam  veterans  (Robins  1980)  found  a  natural  develop- 
mental history  of  illicit  drug  use  starting  with  marijuana,  alcohol, 
and  cigarettes.  Studies  of  patterns  of  drug  use  have  found  that 
African- American  drug  users  tend  to  progress  from  marijuana  to 
heroin,  while  Whites  tend  to  progress  from  marijuana  to  hallu- 
cinogens. Similarly,  according  to  the  most  recent  national  house- 
hold survey,  African  Americans,  as  a  group,  were  more  likely  to 
have  used  marijuana  during  the  past  month  than  Whites  or 
Latino  Americans.  On  the  other  hand,  a  survey  of  high  school 
seniors,  college  students,  and  young  adults  found  that  African- 
American  students  had  lower  usage  rates  on  most  drugs,  licit  or 
illicit,  than  did  White  or  Latino  students. 

Powdered  Cocaine  and  Crack  Cocaine 

According  to  the  National  Household  Survey  on  Drug  Abuse 
(SAMHSA 1993),  African  Americans  and  Latino  Americans  have 
similar  rates  of  cocaine  use.  Both  rates  were  significantly  higher 
than  that  of  Whites.  Young  African- American  adult  women  have 
been  identified  as  the  fastest  growing  group  of  crack  cocaine 
users  in  the  United  States  (Boyd  1993).  However,  the  National 
Household  Survey  on  Drug  Abuse  found  that  both  powdered 
cocaine  and  crack  cocaine  use  declined  among  African- American, 
Latino- American,  and  White- American  high  school  seniors. 

However,  statistics  do  not  capture  the  nature  of  the  economy 
associated  with  illicit  drugs  in  general  and  crack  cocaine  in 
particular.  An  ethnographic  study  in  a  metropolitan  city  cites 
several  respondents  who  were  drawn  to  selling  crack  cocaine  by 
the  "lure  of  making  quick,  extravagant  profits"  and  "the  payoff 
of  being  able  to  emulate  the  American  dream  through  the  pur- 
chase and  display  of  high-tech  commodities"  (Carlson  and  Siegal 
1991,  p.  13). 

Heroin  and  Other  Opiates 

Historically,  African  Americans  have  been  overrepresented  in 
the  heroin-using  population  (Kleinman  and  Lukoff  1978).  This  is 
particularly  alarming  because  heroin  is  most  often  injected  and 
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needles  are  often  shared.  The  sharing  of  needles  is  one  of  the 
major  means  of  transmission  of  the  AIDS  virus.  However,  it  is 
important  to  note  that  the  prevalence  of  AIDS  is  not  limited  to 
drug  injection.  The  higher  risk  of  unprotected  sexual  behaviors 
as  a  consequence  of  AOD  abuse  also  increases  the  risk  of  contract- 
ing the  virus  associated  with  AIDS  (CSAP  1993).  Unfortunately, 
heroin  use  among  adults  in  the  general  population  over  35  years 
of  age  has  significantly  increased  (SAMHSA  1993). 

Theories  of  Etiology 

While  most  African  Americans  do  not  have  a  problem  with  AOD 
use,  they  are  overrepresented  among  the  population  that  has  a 
related  problem.  For  the  most  part,  research,  because  of  meth- 
odological limitations,  does  not  explain  this  phenomenon,  nor  do 
etiological  theories  of  addiction.  The  cause  of  AODA  continues 
to  be  debated.  However,  the  theories  or  explanations  regarding 
African- American  AODA  include  biochemical  and  genetic  fac- 
tors, psychological  factors,  environmental  and  cultural  factors, 
and  a  multifactorial  perspective  (Straussner  1993).  While  these 
are  the  same  theories  used  to  explore  the  phenomena  among  the 
general  population  of  abusers,  this  paper  will  identify  those 
perspectives  that  specifically  focus  on  African  Americans. 

Biochemical  Perspective 

Research  that  has  explored  issues  of  genetic  susceptibility  and 
neurochemical  involvement  in  AODA  has  not  explained  why 
African  Americans  are  overrepresented  among  the  addicted 
population.  In  fact,  such  research  has  met  with  skepticism  among 
many  African  Americans,  because  the  research  does  not  consider 
the  sociocultural  environment  the  person  experiences.  However, 
Newton  (1993)  uses  a  social  context  that  explores  the  impact  of 
dietary  patterns,  physiological  structure,  and  neurochemical 
composition  of  African  Americans  in  an  article  discussing  Afri- 
can-American biological  vulnerability  to  alcohol  and  other  drug 
abuse. 

While  acknowledging  that  research  on  the  health  effects  of 
melanin  is  relatively  unexplored  by  Western  scientists,  Newton 
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cites  advances  in  melanin  research  that  suggest  that  melanin 
(which  everyone  has  but  which  people  classified  as  Black  have 
in  higher  concentrations)  has  neurochemical  and  physiological 
attributes  associated  with  altered  states  of  consciousness.  This 
research  purports  a  relationship  between  melanin  and  toxins  that 
causes  the  release  of  neurotransmitters  into  the  body  that  are 
associated  with  AOD  use.  It  is  also  hypothesized  that  licit  food 
chemical  addictions  (to  such  substances  as  fat  and  sugar  found 
in  fast  food  and  junk  food)  may  be  a  precursor  to  addiction  to 
illicit  substances.  Another  possible  precursor  is  the  unconscious 
incentive  to  use  liquor  and  cigarettes,  as  evidenced  by  the  avail- 
ability of  liquor  stores  in  communities  heavily  populated  by 
African  Americans. 

Psychological  Perspective 

Theoretical  models  that  explore  a  relationship  between  psycho- 
logical disturbances  and  addiction  require  more  rigorous  re- 
search in  general,  and  research  that  considers  cultural  and  ethnic 
differences  among  African  Americans  is  particularly  needed. 
However,  from  a  conceptual  viewpoint,  approaches  that  empha- 
size deviancy  and  pathological  perspectives  lend  little  to  an 
understanding  of  how  being  African  American  in  the  United 
States  affects  AODA  among  African  Americans. 

Theoretical  models  of  cultural  identification  and  the  role  of 
acculturation  have  been  explored  in  relation  to  patterns  of  AODA 
among  racial  minorities  (Oetting  1993).  This  concept  focuses  on 
the  adjustment  of  people  of  color  (in  the  United  States)  trying  to 
exist  in  and  adapt  to  a  predominant  European- American  culture. 

According  to  Oetting  (1993),  several  models  describe  differ- 
ent aspects  of  this  process.  This  theory  maintains  that  an  individ- 
ual's cultural  identification  can  be  described  along  a  number  of 
different  dimensions  that  are  independent  of  one  another.  There- 
fore, it  is  possible  to  identify  with  aspects  of  more  than  one 
culture.  However,  Long  (1993)  believes  that  a  bicultural  identity 
might  be  damaging  for  African  Americans,  because  in  reality 
African  Americans  have  not  been  able  to  maintain  their  own 
culture  while  taking  on  the  values  of  the  mainstream  European 
culture.  The  orthogonal  theory  acknowledges  no  clear  relation- 
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ship  between  cultural  identification  and  AOD  use,  but  it  does 
acknowledge  that  "a  high  level  of  identification  can  lead  to 
substance  use  if  the  culture  approves."  Similarly,  "it  can  prevent 
use  if  the  culture  disapproves"  (NIDA  1993,  p.  51). 

The  prevailing  Eurocentric  model  may  be  thought  of  as  a 
deficit-oriented  model,  because  it  often  identifies  individual  and 
group  problems  at  the  expense  of  identifying  assets  and  positive 
outcomes.  Hence,  many  studies  have  identified  or  focused  on 
deficits  such  as  low  self-esteem,  identity  confusion,  and  self- 
destructive  behavioral  patterns.  Long  (1993)  points  out  that  these 
deficits  are  often  described  as  such  without  considering  the 
socialization  process.  He  quotes  Perkins,  who  described  the 
Black  socialization  process  as  one  composed  of  "three  conditions, 
socially  determined  and  institutionally  supported  [that]  charac- 
terize the  Black  experience:  social  injustice,  societal  inconsis- 
tency, and  personal  impotence"  (p.  88).  Few  specific 
interventions  to  address  this  type  of  Black  experience  are  sensi- 
tive to  these  social  experiences.  The  extent  that  these  experiences 
have  been  individually  internalized  and  result  in  reactive  behav- 
ior is  the  extent  to  which  an  approach  that  specifically  focuses  on 
addressing  these  conditions  may  be  appropriate. 

However,  the  Acrocentric  model  is  purported  to  be  an  ap- 
proach that  includes  the  sociopolitical  reality  of  being  Black  in 
the  United  States  and  according  to  Long  (1993),  it  attempts  to 
develop  a  positive  personality  by  developing  individuals  with  "a 
strong  sense  of  discipline,  well-defined  roles  in  family  and  com- 
munity, a  positive  self-concept,  and  self-appreciation"  (p.  89). 
Afrocentric  intervention  strategies  have  only  recently  been 
adopted  by  the  prevention  and  treatment  communities;  there- 
fore, effectiveness  has  not  been  systematically  studied.  However, 
since  several  studies  have  found  a  relationship  between  low 
self-esteem  and  low  cultural  identification  and  low  self-esteem 
and  AOD  use  among  African- American  youth,  an  Afrocentric 
approach  may  be  appropriate  for  individuals  who  are  confused 
about  cultural  self-identity  and  who  have  manifested  low 
self-  esteem.  Implicit  in  this  model  is  the  assumption  that  a  posi- 
tive self-concept  and  self-appreciation  may  be  protective  factors 
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in  preventing  AODA,  and  that  positive  self-concept  and  self- 
appreciation  are  healing  factors  in  the  treatment  of  AODA. 

Multifactorial  Perspective 

Numerous  environmental,  biological,  economic,  political,  and 
cultural  factors  have  been  linked  to  AODA  (Amuleru-Marshall 
1993;  Straussner  1993).  For  instance,  much  debate  remains  about 
the  relative  influence  of  such  factors  as  the  availability  of  AOD, 
biological  vulnerability,  economic  insecurity,  unemployment, 
and  psychological  stress.  It  is  likely,  however,  that  all  are  in- 
volved in  either  the  etiology  or  the  maintenance  of  AODA. 

Suggested  Prevention  Strategies 

African  Americans  have  shared  experiences  and  circumstances 
that  result  in  general  themes  that  reflect  a  collective  sociocultural 
context.  Chestang,  as  cited  in  Butler  (1992),  believes  that  historical 
experiences  shape  what  may  be  thought  of  as  an  African- American 
character  and  personality  that  is  needed  to  adapt  and  survive  in  a 
"hostile  environment."  Only  recently  have  prevention  and  treat- 
ment strategies  incorporated  the  sociocultural  context  of  most 
African  Americans.  However,  even  when  there  is  sensitivity  to 
the  need  of  considering  culture,  many  programs  continue  to 
approach  African  Americans  as  a  homogeneous  group.  There- 
fore, culturally  sensitive  strategies  do  not  necessarily  result  in 
culturally  appropriate  strategies. 

Prevention 

The  literature  on  primary  prevention  mainly  focuses  on  youth 
and  adolescents,  while  the  literature  on  adults  primarily  focuses 
on  treatment  interventions.  There  is  also  a  focus  on  risk  factors 
and  protective  factors  that  are  a  part  of  the  adolescent  life  expe- 
rience. Risk  factors  increase  the  probability  of  drug  use,  and 
protective  factors  mitigate  against  risk  factors,  thereby  leading  to 
lower  probability  of  drug  use  (Brook  1993). 

Vega  and  colleagues  (1993W  studied  risk  factors  for  early 
adolescent  drug  use  and  found  low  self-esteem,  depressive 
mood,  low  family  pride,  family  AODA,  perceptions  of  peer 
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approval  for  use,  and  involvement  in  delinquent  behavior  to  be 
risk  factors  for  African-American  adolescents.  Kleinman  and 
Lukoff  (1978),  in  a  study  of  ethnic  differences  in  factors  associated 
with  drug  use,  found  that  peer  drug  use  was  an  important  risk 
factor,  while  religious  involvement  was  a  barrier.  However,  the 
adolescent  population  comprises  many  subcultures.  Several 
studies  (Clayton  and  Voss  1981;  Kleinman  and  Lukoff  1978)  have 
found  drug  subcultures  and  risk  factors  related  to  drug  avail- 
ability, involvement  in  drug  selling,  and  other  forms  of  illegal 
behavior. 

Culturally  appropriate  interventions  must  address  risk  fac- 
tors for  African- American  adolescents  and  specific  factors  asso- 
ciated with  various  subcultures  in  order  to  be  effective  in 
preventing  and  treating  AODA  among  African- American  ado- 
lescents. 

Few  studies  or  articles  have  focused  on  the  strengths  of 
African  Americans.  Long  (1993,  p.  89)  states  that  interventions 
must  take  into  account  the  following  group  strengths: 

•  Ability  to  adapt  to  an  oppressive  environment. 

•  Ability  to  survive  with  little  family  guidance  due  to  forced 
separation. 

•  Desire  to  be  free. 

Several  authors  (Dawkins  1988;  Gross  1993)  have  identified 
external  and  internal  factors  that  contribute  to  AOD  use  among 
inner-city  adolescents.  External  risk  factors  include  exposure  to 
images  and  social  patterns  that  have  been  shown  to  be  associated 
with  drug  abuse,  limited  access  to  neighborhood  employment, 
poor  neighborhood  schools,  overcrowded  and  substandard 
housing,  low  rates  of  home  ownership,  few  vocational  education 
opportunities,  the  lure  of  the  drug  sales  economy,  and  the  target- 
ing of  the  inner-city  community  for  sales  by  the  alcohol  industry. 
On  the  other  hand,  family  support  was  identified  as  a  critical 
protective  factor  in  the  elevation  of  adolescent  self-esteem,  which 
is  identified  as  another  protective  factor. 

Other  researchers  (Catalano  et  al.  1993),  studying  rates  of 
early  initiation  to  drug  use,  levels  of  exposure  to  risk  factors, 
and  the  degree  to  which  risk  factors  predict  AOD  use,  found 
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differences  between  African-American  youth  and  European- 
American  youth.  African  Americans  had  earlier  exposure  to  such 
risk  factors  as  aggression  and  delinquent  behavior,  but  they  had 
lower  early  initiation  rates  than  European- American  youth. 

An  evaluation  of  primary  prevention  programs  funded  by 
the  Center  for  Substance  Abuse  Prevention  (CSAP)  and  targeting 
African- American  youth  found  that  the  effective  Afrocentric  and 
non-Afrocentric  programs  shared  the  following  common 
themes,  which  were  identified  as  aspects  of  African- American 
experiences:  values  of  the  traditional  African- American  commu- 
nity, emphasis  on  extended  community  involvement,  and  em- 
phasis on  spirituality. 

Values  of  the  African- American  community  and  involve- 
ment of  the  extended  community  were  part  of  effective  programs 
in  that  community  leaders  were  directly  involved  with  the  youth 
in  the  program  and  were  visible  in  the  entire  community.  These 
programs  organized  communities  to  become  actively  involved 
in  day-to-day  programming. 

A  focus  on  spirituality  was  also  a  part  of  the  most  effective 
programs.  Without  focusing  on  any  specific  religion,  the  pro- 
grams focused  on  the  concept  of  spirituality  and  how  it  works  in 
the  lives  of  Africans  and  African  Americans. 

In  addition  to  the  aforementioned  African- American  themes, 
Warfield-Coppock,  as  cited  by  Long  (1993),  suggests  that  preven- 
tion components  should  also  include  interventions  that  build 
self-esteem  by  developing  an  identity  that  begins  with  African 
origins  rather  than  with  slave  origins.  This  approach  is  the  foun- 
dation of  the  Afrocentric  model  and  includes  specific  interven- 
tions that — 

•  Deprogram,  reeducate,  and  train  youth  in  the  skills  needed 
to  be  responsible  adults. 

•  Include  older  generations  to  serve  as  respected  elders  and 
role  models. 

•  Assist  in  crises  by  having  a  team  identified  to  fulfill  this 
function. 
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Treatment 

Most  of  the  treatment  data  on  AODA  focus  on  adult  populations. 
Treatment  data,  by  its  very  nature,  focus  on  a  treatment  popula- 
tion, a  selected  population  that  does  not  allow  generalizing  about 
AOD  abusers  who  are  not  in  treatment.  This  distinction  is  critical 
for  African  Americans  because  they  are  underrepresented  in 
treatment  programs  (Gordon  1993).  This  underrepresentation  is, 
in  part,  due  to  cultural  responses  in  determining  a  need  for 
treatment,  accessing  treatment  services,  and  forming  expecta- 
tions of  treatment  outcomes. 

Cultural  differences — in  defining  AOD  problems,  in  explain- 
ing the  causes  of  these  problems,  and  in  forming  expectations 
about  appropriate  interventions  and  outcomes — influence  the 
decisions  about  the  need  for  treatment  and  accessing  treatment 
services.  Expectations  about  appropriate  interventions  and  treat- 
ment outcomes  often  influence  the  extent  of  treatment  involve- 
ment (Brisbane  1992). 

Biomedical  definitions  of  AOD  problems  often  differ  from 
the  definition  of  such  problems  by  some  African- American  users 
and  nonusers.  These  differences  may  exist,  in  part,  because  of 
cultural  influences.  The  treatment  community  uses  diagnostic 
instruments  and  behavioral  indicators  to  determine  the  nature  of 
AOD  use  but  seldom  uses  the  norms  of  the  individual's  primary 
cultural  group.  On  the  other  hand,  African  Americans  examine 
drinking  and  drug-using  behaviors  in  the  context  of  subcultural 
norms.  For  instance,  Gaines  (1985)  has  identified  "respectable 
drinking"  and  "problem  drinking"  as  classifications  used  by 
African  Americans  to  describe  various  drinking  patterns.  Ac- 
cording to  this  classification,  drinking  becomes  a  "problem" 
when  it  results  in  behaviors  not  valued  by  respectable  people. 
The  organizing  themes  of  this  classification  include  the  quality 
of  the  substance  consumed  or  used,  the  place  of  use,  and  the 
context  of  use.  Most  people  use  personal  or  informal  support 
systems  to  help  define  what  is  a  problem.  It  is  likely  that  the 
recognition  of  an  AOD  problem  will  be  within  the  context  of  a 
person's  subculture.  This  phenomenon  may  help  explain  why 
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African  Americans  tend  to  enter  treatment  programs  with  more 
severe  problems  than  European  Americans  (Gordon  1993). 

Brisbane  (1992)  has  identified  the  following  cultural  differ- 
ences of  African  Americans  that  may  also  influence  treatment 
accessibility  and  effectiveness:  (1)  attitudes  toward  receiving 
mental  health  care,  (2)  language  and  verbal  expressions  in  talking 
about  problems,  (3)  the  need  for  culturally  specific  intervention 
strategies,  (4)  styles  of  interventions  preferred,  (5)  treatment 
process  and  outcome,  and  (6)  definitions  of  appropriate  helpers. 

AOD  prevention  and  treatment  occurs  in  many  different 
settings.  While  it  is  beyond  the  scope  of  this  chapter  to  give  an 
exhaustive  overview  of  treatment  settings  serving  African 
Americans,  some  settings  stand  out  because  African- American 
treatment  involvement  appears  disproportionately  low.  For  in- 
stance, African  Americans  are  typically  not  represented  in  thera- 
peutic communities  (DeLeon  et  al.  1993)  and  are  underrepresented 
in  many  prison  and  jail  programs. 

In  a  study  of  the  cultural  relevance  of  therapeutic  communi- 
ties, DeLeon  and  colleagues  (1993)  found  that  dropout  rates  were 
related  to  ethnicity  and  culture.  Therefore,  while  the  technical 
component  of  AOD  treatment  may  be  similar  for  most  abusers, 
effective  treatment  must  be  within  a  culturally  specific  milieu  and 
include  cultural  realities  (Smith  et  al.  1993). 

The  jail  and  prison  populations  have  grown  considerably. 
This  growth  is  in  large  part  the  result  of  drug-related  arrests 
(Peters  and  May  1992).  A  nationwide  survey  conducted  by  the 
American  Jail  Association  of  in-jail  treatment  programs  found 
that  drug  treatment  programs  varied  in  size  and  quality.  Larger 
jails  had  larger  treatment  populations,  but  it  concluded  that  most 
programs  (large  or  small)  did  not  provide  adequate  services.  It 
was  also  found  that  most  programs  had  more  people  requesting 
services  than  available  treatment  slots. 

Brown  (1992)  identified  the  following  five  program  models 
available  to  AOD  abusers  in  correctional  settings:  (1)  incarcera- 
tion without  specialized  services,  (2)  incarceration  with  drug 
education  or  drug  abuse  counseling,  (3)  incarceration  with  resi- 
dential units  dedicated  to  drug  abuse  counseling,  (4)  incarcera- 
tion with  client-initiated  or  client-maintained  services,  and 
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(5)  incarceration  with  specialized  services  that  do  not  directly 
target  users'  drug  abuse  problems.  The  most  prevalent  program 
model  was  incarceration  without  specialized  services. 

While  this  survey  found  approximately  23  percent  of  the 
treatment  participants  to  be  African  Americans,  there  was  little 
information  about  ethnicity  except  that  the  12-step  program  of 
Narcotics  Anonymous  and  the  adoption  of  the  Muslim  faith  and 
practice  of  its  tenets  were  cited  as  "programs"  positively  re- 
garded by  correctional  staff,  in  part  because  they  require  few 
prison  resources  and  help  to  maintain  peace  in  the  setting.  Evi- 
dence of  effectiveness  is  largely  anecdotal,  but  the  author  sug- 
gests that  in-prison  religious  conversions  and  AODA  merit  more 
study  (Brown  1992). 

Evaluation  of  Outcome  Measures 

Research  has  not  typically  been  an  integral  part  of  primary 
prevention  and  treatment  programs.  Therefore,  there  is  a  paucity 
of  research  on  the  effectiveness  of  traditional  and  population- 
specific  treatment  programs  and  on  culturally  sensitive  strategies 
within  traditional  programs  (NIAAA  1993).  The  research  litera- 
ture on  cultural  sensitivity  and  AOD  use  is  seriously  flawed  by 
the  use  of  a  social  classification  system  using  (1)  race  and  not 
culture  and  (2)  ethnic  identification  as  objects  of  study  (Gaines 
1985;  Herd  1985;  Pena  and  Koss-Chioino  1992). 

Outcome  measures  are  influenced  by  program  goals.  In  many 
instances,  culture  and  ethnic  identification  may  be  one  of  the 
desired  outcomes.  The  goals  of  primary  prevention  and  treat- 
ment are  often  the  subject  of  debate.  These  debates  are  greatly 
influenced  by  the  guiding  theories  of  etiology  and  the  sociopoli- 
tical context  of  the  interventions.  Therefore,  some  programs  have 
abstinence  as  a  goal,  while  others  have  improved  social  function- 
ing as  a  goal.  However,  culturally  sensitive  prevention  and  treat- 
ment interventions  require  culturally  sensitive  research. 

By  necessity,  culturally  sensitive  research  must  be  guided  by 
integrative  models  that  view  AODA  as  the  result  of  complex 
interactions  between  multiple  biological  and  social  factors  (Pena 
and  Koss-Chioino  1992).  Therefore,  researchers  conducting  such 
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studies  must  also  be  knowledgeable  of  cultural  nuances  that  may 
influence  research  findings.  As  noted  in  Cultural  Competence  for 
Evaluators  (Grace  1992),  the  ethnicity  and  such  personal  charac- 
teristics as  age,  race,  sex,  and  credentials  of  the  researcher  may 
significantly  affect  evaluation  research.  It  would  therefore  seem 
that  incorporating  cultural  sensitivity  throughout  the  research 
process — defining  the  problem,  establishing  sampling  proce- 
dures, selecting  the  instrument,  and  interpreting  the  data — while 
respecting  and  capturing  cultural  and  ethnic  expectations  of 
program  goals  is  a  challenge,  but  is  also  essential  to  culturally 
sensitive  research. 

For  instance,  a  generally  accepted  outcome  for  an  African-cen- 
tered primary  prevention  program,  as  described  in  An  African- 
Centered  Model  of  Prevention  for  African-American  Youth  at  High 
Risk  (CSAP  1993),  is  the  development  of  "a  human  being  who 
is  spiritually  rejuvenated,  has  love  of  self,  family,  and  community 
and  is  willing  and  able  to  respect,  protect,  and  defend  self,  family, 
and  community"  (p.  128).  Such  program  goals  seem  to  beg  for 
culturally  sensitive  measures  of  outcome  that  address  threats  to 
validity  while  being  sensitive  to  issues  of  generalizability.  As  in 
the  previous  example,  cultural  values  are  reflected  in  such  goals, 
and  the  measurement  of  outcome  expectations  may  be  more 
challenging  than,  for  instance,  a  study  by  Woody  (1987)  that 
examined  more  European-oriented  variables  such  as  legal  status, 
employment,  psychopathology,  and  drug  use.  While  these  vari- 
ables are  important  social  indices,  they  imply  a  different  world- 
view  than  that  of  the  African-centered  prevention  program. 

Conclusion 

The  emergence  of  culture  and  ethnicity  as  topics  of  study  will  fill 
a  void  in  the  existing  body  of  knowledge  on  AOD  use  among 
African  Americans.  This  chapter  has  attempted  to  provide  an 
overview  of  the  similarities  and  differences  among  African 
Americans  and  their  historic  underpinnings  as  a  way  of  under- 
standing current  patterns  and  trends,  while  challenging  the 
reader  to  consider  future  program,  policy,  and  research  implica- 
tions. The  incorporation  of  culturally  and  ethnically  sensitive  and 
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appropriate  interventions  that  are  not  based  on  stereotypes  of 
African  or  European  Americans  may  constitute  an  important 
paradigm  shift  in  social  work  practice  and  research. 
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History 

Asians  and  Pacific  Islanders  are  frequently  combined  in  discus- 
sions of  cultural  competency.  They  are,  however,  very  diverse 
populations,  and  the  focus  of  this  chapter  is  limited  to  Asian 
Americans.  Asian  Americans  represent  about  95  percent  of  the 
7.2  million  U.S.  Asians  and  Pacific  Islanders.  According  to  the 
U.S.  Census  Bureau  (1991),  Asian  Americans  include  people  from 
more  than  20  countries  along  the  Pacific  Rim  and  in  Central, 
South,  and  Southeast  Asia  (O'Hare  and  Felt  1991).  About  23 
percent  of  the  total  are  Chinese  Americans.  About  63  percent  of 
the  Chinese  American  population  is  foreign  born  (Zane  et  al. 
1994).  This  chapter  will  focus  on  only  the  largest  of  the  Asian 
American  populations.  A  brief  historical  perspective  on  these 
populations  is  presented  in  this  section. 

There  are  reports  that  some  Asians  lived  in  parts  of  the  United 
States  as  early  as  498  A.D.  However,  most  Asians  began  arriving 
in  America  at  the  time  of  the  California  Gold  Rush,  around  1850. 
There  is  a  historical  connection  between  the  immigration  of 
Asians  and  the  history  of  drugs  in  America,  specifically  opium. 

The  first  group  of  Asian  immigrants  to  arrive  in  the  United 
States  in  large  numbers  was  the  Chinese,  beginning  about  1850 
(Zane  et  al.  1994).  According  to  Zane  and  colleagues,  between 
1849  and  1882  over  275,000  Chinese  entered  the  United  States  to 
work  in  California  during  the  Gold  Rush,  as  well  as  on  the 
transcontinental  railroads.  The  Chinese  laborers,  about  90  per- 
cent of  whom  were  single  men,  brought  with  them  opium  to 
smoke.  It  is  estimated  that  by  1875,  opium  smoking  had  become 
widespread  in  the  United  States  among  all  segments  of  society 
(Inciardi  1992). 

After  the  Chinese  Exclusion  Act  of  1882,  Japanese  laborers 
were  brought  to  America  in  increasing  numbers  from  1885  to 
about  1910.  The  National  Origins  Act  barred  Japanese  and  other 
Asians  from  entering  the  United  States  after  1924.  According  to 
the  1990  census,  Japanese  Americans  represented  12  percent  of 
Asians  and  Pacific  Islanders,  the  third  largest  subgroup  (Census 
Bureau  1991). 
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Although  Filipinos  are  generally  considered  Asians,  some 
Filipino  Americans  identify  themselves  as  Pacific  Islanders.  In 
contrast  to  the  Chinese  and  Japanese  nationals  who  irnmigrated 
to  America,  the  Filipinos  were  considered  American  nationals 
because  of  the  colonial  control  the  United  States  held  over  the 
Philippines.  They  are  the  second-largest  Asian  and  Pacific  Is- 
lander population  in  the  United  States,  with  1 .4  million  or  19  per- 
cent of  all  Asians  and  Pacific  Islanders.  Over  64  percent  of 
Filipino  Americans  are  foreign  born  (Zane  and  Kim  1994). 

Koreans  began  irnmigrating  to  the  United  States  around  the 
turn  of  the  century  as  a  result  of  war  (e.g.,  the  Tonghak  Rebellion, 
the  Sino-Japanese  War,  the  Russo-Japanese  War),  disease,  and 
famine.  According  to  the  1990  census,  Korean  Americans  repre- 
sented 11  percent  of  Asians  and  Pacific  Islanders.  More  than 
80  percent  of  Korean  Americans  are  foreign  born  (Zane  and  Kim 
1994). 

There  were  relatively  few  Southeast  Asians  in  the  United 
States  prior  to  1975.  After  the  fall  of  Saigon  in  1975,  Cambodians, 
Laotians,  and  Vietnamese  tried  to  escape  war,  political  purges, 
and  famine  by  relocating  to  refugee  camps,  the  United  States,  and 
other  countries.  In  the  1990  census,  the  Vietnamese  population 
represented  8  percent  of  all  Asians  and  Pacific  Islanders,  Cambo- 
dians 2  percent,  Laotians  2  percent,  Hmong  1  percent,  and  Thai 
1  percent  (Zane  and  Kim  1994). 

South  Asians,  primarily  Asian  Indians,  began  coming  to  the 
United  States  around  1900.  The  early  immigrants  were  laborers 
in  the  lumber  industry  in  Washington  State  and  the  farms  of 
California  (Takaki  1989).  According  to  the  1990  census,  Asian 
Indians  represented  11  percent  of  the  Asian  and  Pacific  Islander 
population  (Census  Bureau  1991). 

Extent  of  the  Problem 

The  sheer  lack  of  research  data  on  tobacco  and  alcohol  and  other 
drug  (AOD)  use  in  these  populations  is  a  basic  and  serious 
problem  for  Asian  Americans  and  Pacific  Islanders.  A  review  of 
the  available  literature  will  show  how  much  research  is  needed. 
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The  National  Institute  on  Drug  Abuse  (NID  A)  monograph  on 
people  of  color  by  Trimble  and  colleagues  (1987)  is  one  of  only  a 
few  publications  with  a  section  on  Asians  and  Pacific  Islanders. 
The  NIDA  monograph  discusses  a  few  studies  that  give  a  mixed 
picture  of  the  incidence  and  prevalence  of  alcohol  and  other  drug 
abuse  (AODA)  among  the  diverse  Asian  and  Pacific  Islander 
populations.  Most  of  the  studies  cited  in  the  monograph  are 
anecdotal  or  limited  to  relatively  small  samples  in  specific  local 
communities.  While  the  incidence  and  prevalence  of  AODA 
among  Asians  and  Pacific  Islanders  is  generally  considered  to  be 
lower  than  in  those  of  other  groups,  the  monograph  indicates  that 
conclusions  should  be  cautiously  drawn,  since  many  of  the  stud- 
ies had  methodological  weaknesses. 

One  of  the  early  studies  on  Asian  and  Pacific  Islander  popu- 
lations was  conducted  by  Nakagawa  and  Watanabe  (1973)  in 
Seattle,  WA.  An  Asian  student  population  was  surveyed  in  junior 
high  and  high  schools  on  the  personal  use  of  drugs  other  than 
marijuana  and  alcohol.  There  were  393  males  and  367  females  in 
the  sample.  Twelve  percent  of  the  males  and  7  percent  of  the 
females  were  classified  as  drug  users.  By  ethnic  groups,  45  per- 
cent of  the  drug  users  were  Filipino,  29  percent  Japanese,  22  per- 
cent Chinese,  and  49  percent  other  Asians.  The  drugs  used  by 
these  youths  included  amphetamines,  barbiturates,  psychedel- 
ics,  cocaine,  and  heroin. 

Porter  and  colleagues  (1973)  surveyed  all  students  in  grades 
6  through  12  in  Anchorage,  AK.  Of  the  15,634  students  surveyed, 
0.6  percent  were  Asians  and  Pacific  Islanders.  Compared  with 
the  drug  use  rates  of  Native  Alaskans  (44  percent),  Whites 
(36  percent),  and  African  Americans  (32  percent),  the  Asian  and 
Pacific  Islander  students  reported  the  lowest  rate  of  use  of  "at 
least  one  drug,"  at  26  percent. 

Stimbu  and  colleagues  (1973)  surveyed  college  students  in  a 
large  southeastern  state  regarding  drug  use.  Asian  and  Pacific 
Islander  students  represented  1  percent  of  the  20,547  respond- 
ents. Asians  and  Pacific  Islanders  in  the  sample  reported  the 
lowest  use  of  alcohol  and  tobacco,  the  second-lowest  use  of 
marijuana  and  strong  stimulants,  and  the  third-lowest  use  of  all 
other  substances  compared  to  American  Indian,  African- Ameri- 
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can,  and  White  respondents.  None  of  these  studies  specifically 
identified  the  Asian  and  Pacific  Islander  subgroups  with  respect 
to  patterns  and  characteristics  of  drug  use. 

Data  derived  from  the  treatment  of  Asian- American  patients 
for  drug  abuse  are  another  source  of  information.  Some  of  the 
early  focus  on  Chinese  opium  users  is  considered  to  be  influenced 
by  anti-Chinese,  xenophobic  sentiments  around  1900,  and  the 
victimization  of  Chinese  immigrants  by  drug  enforcement 
authorities  was  motivated  by  racial  and  political  attitudes  of  the 
day  (Johnson  and  Nishi  1976;  Musto  1973).  According  to  Trimble 
and  colleagues  (1987),  some  studies  indicated  that  Chinese  im- 
migrants were  overrepresented  among  drug  addict  populations 
receiving  treatment  between  1920  and  1962.  The  profile  of  the 
typical  Chinese  addict  is  telling:  "an  immigrant  from  China, 
English-limited  facilities,  mean  age  of  53,  a  social  isolate  with  a 
lack  of  social,  recreational,  and  spiritual  outlets/' 

Chinese  narcotic  addicts  constituted  less  than  3  percent  of  the 
32,309  male  addicts  treated  at  the  U.S.  Public  Health  hospital  in 
Lexington,  KY,  between  1920  and  1962.  This  figure  overrepre- 
sented Chinese  Americans  in  proportion  to  the  total  population. 
However,  in  San  Francisco,  during  the  period  1981-82,  Asians 
and  Pacific  Islanders  represented  3.3  percent  of  all  admissions  to 
drug  treatment  programs.  This  proportion  is  considered  low, 
since  about  22  percent  of  the  city's  population  at  that  time  were 
Asians  and  Pacific  Islanders.  Another  drug  abuse  prevalence 
study  based  on  a  key  informant  needs  assessment  found  that 
Chinese-American  drug  use  and  Filipino- American  drug  use 
were  lower  than  that  of  the  general  population,  while  Japanese- 
American  drug  use  was  estimated  to  be  about  the  same  (Trimble 
et  al.  1987). 

The  National  Institute  on  Alcohol  Abuse  and  Alcoholism 
(NIAAA)  publication  on  ethnic  minorities  (1989)  reported  a  num- 
ber of  studies  of  alcohol  use  among  Asian  and  Pacific  Islander 
populations,  including  surveys  in  Hawaii  and  the  continental 
United  States.  According  to  Ahern  (1989),  the  prevalence  of 
alcohol  use  on  Oahu  in  1960  indicated  that  Caucasians  had  the 
highest  prevalence  rate  (74  percent),  followed  by  Native  Hawai- 
ians  (62  percent),  Chinese  (58  percent),  Japanese  (50  percent), 
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Filipinos  (46  percent),  and  others  (62  percent).  Subsequent  sur- 
veys in  1974  and  1979  indicated  similar  patterns. 

Yu  and  colleagues  (1985)  studied  alcohol  use  among  Chinese 
in  Shanghai  and  the  United  States.  This  study  found  that  the 
average  annual  death  rates  attributed  to  chronic  liver  disease  and 
cirrhosis  specified  as  alcoholic  (1979-1981)  indicated  that  African 
Americans  had  the  highest  rates  (10.5  per  100,000),  followed  by 
Whites  (4.7  per  100,000)  and  Chinese  (1.2  per  100,000). 

Murakami  (1985)  studied  alcohol  and  drug  problems  in  Ha- 
waii among  four  ethnic  groups.  The  prevalence  rates  of  alcohol 
consumption  in  the  category  of  "heavy"  drinkers  were  highest 
for  Caucasians  (13.6  percent),  followed  by  Native  Hawaiians 
(11.0  percent),  Filipinos  (6.7  percent),  and  Japanese  (5.2  percent). 
Similar  alcohol  consumption  patterns  in  Hawaii  were  found  by 
Marchand  and  colleagues  (1989). 

Kitano  and  Chi  (1985)  studied  Chinese,  Japanese,  Korean, 
and  Filipino  alcohol  consumption  in  Los  Angeles.  This  study 
found  that  Japanese  had  the  highest  percentage  of  heavy  drinkers 
(25  percent),  followed  by  Filipinos  (20  percent),  Koreans  (15  per- 
cent), and  Chinese  (10  percent). 

Kandel  and  colleagues  (1976)  studied  youth  in  New  York 
State,  a  small  number  of  whom  were  Asian  American.  The  Asian- 
American  students  in  the  sample  reported  the  lowest  use  of  hard 
liquor,  wine,  beer,  and  cigarettes.  For  example,  only  18  percent 
reported  that  they  had  ever  tried  hard  liquor,  versus  68  percent 
of  White  students.  In  contrast,  a  national  sample  of  7th  to  12th 
graders,  studied  by  Wilsnack  and  Wilsnack  (1978),  found  that 
90  percent  of  Asian- American  male  youth  reported  that  they 
drank,  compared  to  80  percent  of  White  males  in  the  sample. 
Asian- American  females  reported  less  drinking  than  White  fe- 
males reported.  In  the  Barnes  and  Welte  (1985)  study  of  the  same 
grade  levels  in  New  York,  45  percent  of  the  Asian- American 
youth  reported  that  they  drank,  whereas  76  percent  of  the  White 
students  so  reported.  Yet,  Asian- American  male  drinkers  con- 
sumed more  alcohol  per  day  than  all  other  groups  except  Native 
American  males.  Further,  Asian-American  male  drinkers  re- 
ported the  greatest  number  of  drunken  episodes  per  month. 
Finally,  Asian-American  males  also  reported  relatively  high 


109 


mean  numbers  of  illicit  drug  use  (a  mean  of  42  times,  versus 
29  times  for  White  males). 

In  a  study  of  drug  abuse  among  African- American,  White, 
Hispanic,  Native  American,  and  Asian- American  high  school 
seniors  between  1976  and  1989,  Bachman  and  colleagues  (1991) 
studied  prevalence,  trends,  and  correlates.  From  1976  to  1979, 439 
Asian  Americans  represented  0.7  percent  of  the  sample.  In  the 
1980  to  1984  sample,  Asian  Americans  represented  1.5  percent  of 
the  sample  (1,139  high  school  seniors)  and  from  1985  to  1989, 
2.6  percent  (1,899)  of  the  national  sample.  In  the  Bachman  study 
(1991),  the  Asian- American  sample  reported  the  lowest  rates  of 
drug  use.  Asian  Americans  also  reported  the  lowest  rate  of 
lifetime  marijuana  use  at  29  percent.  In  all  of  the  other  groups, 
approximately  half  of  the  males  reported  some  lifetime  use  of 
marijuana.  Annual,  monthly,  and  daily  prevalence  rates  for  mari- 
juana use  were  also  relatively  low  for  Asian- American  males  and 
females.  Reported  cocaine  use  also  indicated  the  lowest  rates  for 
Asian- American  males  and  females  on  an  annual  basis.  Monthly 
prevalence  rates  for  cocaine  use  were  consistently  lower  for 
Asian  Americans  than  for  other  groups. 

Other  illicit  drug  use — including  inhalants,  hallucinogens, 
heroin,  other  opiates,  stimulants,  sedatives,  and  tranquilizers — 
indicated  the  lowest  rates  of  reported  use  among  African  Ameri- 
cans and  Asian  Americans.  With  regard  to  the  prevalence  of 
alcohol  consumption,  the  reported  use  by  Asian- American  sen- 
iors was  among  the  lowest,  with  about  half  of  the  males  and 
one-third  of  the  females  reporting  alcohol  use  during  the  past 
month.  Heavy  drinking  (defined  as  five  or  more  drinks  at  a  single 
sitting)  was  also  lowest  among  African- American  males  and 
Asian- American  males.  Asian- American  female  seniors  reported 
heavy  drinking  at  a  rate  about  half  that  of  males. 

Cigarette  smoking  (i.e.,  reported  use  of  a  half  pack  daily) 
prevalence  was  highest  among  Native  American  seniors  and 
significantly  lower  for  all  other  groups,  including  Asians  and 
Pacific  Islanders. 

The  study  by  Hansen  and  colleagues  (1988)  of  seventh  and 
eighth  graders  in  Los  Angeles  included  a  significant  sample  of 
275  Asian-American  students,  who  reported  a  relatively  low 
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lifetime  marijuana  use  rate  (2.6  percent).  However,  their  lifetime 
cigarette  use  (12  percent)  and  alcohol  use  (11  percent)  were  com- 
parable to  or  greater  than  the  rates  for  other  ethnic  groups.  Sasao 
(1987)  reported  that  Asian  and  Pacific  Islanders  (n  =  596)  in  Los 
Angeles  had  higher  rates  of  lifetime  drug  use  for  cigarettes 
(11  percent),  alcohol  (14  percent),  and  marijuana  (3  percent)  than 
African  Americans,  Hispanics,  and  Whites.  Similar  results  were 
found  in  a  statewide  biannual  survey  of  drug  and  alcohol  use 
among  students  in  grades  7,  9,  and  11  (Skager  et  al.  1986, 1989). 
Asian  and  Pacific  Islander  students  had  relatively  low  rates  of 
alcohol  use  compared  with  other  groups  at  all  grade  levels. 
However,  none  of  these  studies  differentiated  among  the  various 
specific  Asian  and  Pacific  Islander  subgroups. 

Studies  of  college-age  samples  have  also  found  similar  pat- 
terns of  AOD  use  among  Asian  and  Pacific  Islander  students. 
Adlaf  and  colleagues  (1989)  studied  drug  use  among  eight  ethnic 
groups  in  Ontario,  Canada.  The  Asian  and  Pacific  Islander  sam- 
ple consisting  of  Chinese  and  Japanese  respondents  reported  the 
lowest  rates  of  tobacco,  alcohol,  and  marijuana  use.  Sue  and 
colleagues  (1979)  studied  the  drinking  patterns  of  Asian  and 
Pacific  Islander  and  White  students  in  Washington  State.  The 
Asian  and  Pacific  Islander  students  reported  lower  rates  of  drink- 
ing, had  more  negative  attitudes  toward  drinking,  and  needed 
fewer  cues  to  regulate  their  own  drinking  than  did  the  white 
students.  More  Asian  and  Pacific  Islander  students  (15  percent) 
than  Whites  (9  percent)  reported  abstinence  or  light  drinking. 
Akutsu  and  colleagues  (1989)  also  found  that  Asian  and  Pacific 
Islander  students  reported  lower  levels  of  alcohol  consumption 
than  White  students.  Self-reported  physiological  reactions  to 
alcohol  and  drinking  attitudes  accounted  more  for  the  ethnic 
differences  in  use  than  did  generalized  cultural  values. 

Klatsky  and  others  (1983)  studied  interethnic  differences  in 
alcohol  consumption  of  Kaiser  Permanente  medical  patients  ex- 
amined from  1978  through  1980.  They  found  that  Asians  and 
Pacific  Islanders  reported  significantly  less  drinking  than  indi- 
viduals from  other  groups.  There  were,  however,  significant 
differences  in  patterns  among  the  Asian  and  Pacific  Islander 
subgroups.  Japanese  Americans  reported  the  most  alcohol  use, 
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and  Chinese  Americans  reported  the  least  drinking.  Among 
women,  Filipino  women  reported  the  least  alcohol  use,  and 
Japanese  women  reported  more  drinking  than  the  others.  For- 
eign-born respondents  more  often  abstained  or  drank  less  than 
did  those  who  were  American  born. 

McLaughlin  and  colleagues  (1987)  studied  specific  Asian  and 
Pacific  Islander  groups  in  Hawaii.  The  sample  included  a  large 
number  of  households,  with  in-person  interviews  to  assess  life- 
time prevalence  of  AOD  use.  The  prevalence  rate  for  Chinese 
Americans  was  4  percent;  for  Japanese  Americans,  22  percent;  for 
Filipino  Americans,  11  percent;  for  Native  Hawaiians,  19  per- 
cent; and  for  White  Americans,  29  percent,  whites  reported 
higher  lifetime  prevalence  for  most  drugs  than  Asians  and  Pacific 
Islanders.  However,  Hawaiians  tended  to  have  higher  lifetime 
prevalence  rates  than  other  Asians  and  Pacific  Islanders  for  alco- 
hol, cocaine,  amphetamines,  and  marijuana.  Japanese  and  Chi- 
nese Americans  had  a  higher  prevalence  of  tranquilizer  use  than 
other  Asians  and  Pacific  Islanders.  However,  it  is  difficult  to 
generalize  these  findings  to  Asians  and  Pacific  Islanders  outside 
Hawaii.  Asians  and  Pacific  Islanders  in  Hawaii  differ  from  their 
counterparts  in  the  continental  United  States  because  of  their 
nonminority  status,  acculturation  levels,  English-language  pro- 
ficiency, community  cohesiveness,  sociopolitical  identification, 
and  generational  status  (Zane  and  Kim  1994). 

Sasao  (1991)  also  sampled  specific  Asian  and  Pacific  Islander 
groups  in  California.  This  drug  use  assessment  found  that  Japa- 
nese Americans  had  the  highest  percentage  of  reported  lifetime 
use  of  cigarettes  and  tobacco  products  (45  percent),  followed  by 
Filipinos  (38  percent),  Vietnamese  (36  percent),  Koreans  (36  per- 
cent), Chinese  (25  percent),  and  Chinese- Vietnamese  (24  per- 
cent). These  rates  are  lower  than  the  general  population  rate, 
which  is  approximately  80  percent.  When  asked  about  lifetime 
alcohol  consumption  (at  least  10  alcoholic  drinks  in  their  life- 
time), the  Japanese  Americans  had  the  highest  level  of  lifetime 
use  at  69  percent,  followed  by  Koreans  at  49  percent,  Chinese  at 
42  percent,  Vietnamese  at  43  percent,  Filipinos  at  39  percent,  and 
Chinese- Vietnamese  at  36  percent.  These  rates  are  significantly 
lower  than  the  national  prevalence  rate  of  85  percent.  It  was 
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reported  that  most  of  the  Asian  and  Pacific  Islander  drinking  was 
related  to  social  occasions.  Sasao  (1989)  also  conducted  a  bilin- 
gual telephone  survey  among  Japanese  respondents  in  Southern 
California.  Both  U.S.-born  and  Japan-born  respondents  reported 
lifetime  alcohol  use  of  73  percent  and  cigarette  use  of  55  percent. 
These  rates  are  slightly  lower  than  those  of  the  general  U.S. 
population.  There  were  significant  differences  between  the  U.S.- 
born  and  foreign-born  Japanese  respondents.  For  example,  the 
two  subgroups  defined  substance  abuse  differently.  The  Japan- 
born  respondents  tended  to  limit  the  definition  of  substance 
abuse  to  drugs  such  as  marijuana,  LSD,  and  heroin  while  exclud- 
ing alcohol  and  tobacco. 

Kitano  and  colleagues  (Kitano  et  al.  1988;  Kitano  and  Chi 
1985,  1989)  studied  alcohol  drinking  patterns  among  several 
Asian  and  Pacific  Islander  subgroups.  Their  studies  found  that 
alcohol  drinking  patterns  of  young  Asian  and  Pacific  Islander 
males  were  comparable  to  national  norms,  which  was  inconsis- 
tent with  the  myth  that  Asians  and  Pacific  Islanders  are  basically 
nondrinkers.  The  studies  also  found  that  many  Asian  and  Pacific 
Islanders  were  heavy  drinkers.  The  Japanese  respondents  (most 
of  whom  were  American  born)  had  the  highest  percentage  of 
heavy  drinkers  at  25  percent,  followed  by  Filipinos  at  20  percent, 
Koreans  at  15  percent,  and  Chinese  at  10  percent.  The  results 
were  attributed  to  more  permissive  attitudes  associated  with 
greater  acculturation.  This  study  reported  relatively  few  prob- 
lems as  a  result  of  the  heavy  drinking.  Few  respondents  reported 
being  arrested  for  drinking  or  other  serious  results  of  heavy 
drinking.  Apparently,  the  emphasis  on  drinking  only  at  special 
occasions  and  the  apparent  social  controls  on  drinking  behavior 
tended  to  mitigate  against  social  and  legal  problems  as  a  result 
of  alcohol  consumption.  Also,  Maddahian  and  colleagues  (1985) 
found  that  Asians  and  Pacific  Islanders  were  the  largest  group 
that  tried  only  alcohol  and  no  other  substances. 

Some  studies  have  implied  that  the  low  rates  of  alcohol  use 
among  Asian  and  Pacific  Islander  groups  are  related  to  the 
physiological  flushing  reaction  among  some  Asians  and  Pacific 
Islanders.  This  flushing  response  is  an  alcohol-related  physi- 
ological sensitivity.  While  some  researchers  attribute  the  rela- 
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tively  lower  drinking  rates  to  this  physiological  response  (Agar- 
wal  et  al.  1984),  others  question  this  basis  for  the  difference  in 
drinking  patterns  (Chan  1986;  Johnson  and  Nagoshi  1990). 

A  binational  study  of  alcohol  patterns  was  conducted,  sam- 
pling Japanese  in  Japan,  Japanese  Americans  in  Hawaii,  and 
Japanese  Americans  and  whites  in  California  (NIAAA  et  al. 
1991).  The  study  found  that  the  proportion  of  current  drinkers 
(those  who  drank  alcohol  within  the  past  year)  in  all  those  study 
sites  was  somewhat  higher  than  rates  for  the  adult  population  in 
the  United  States  as  a  whole.  Japanese  men  in  Japan  had  the 
highest  percentage  of  current  drinkers  at  91  percent,  followed  by 
white  men  at  85  percent,  Japanese- American  men  in  California  at 
84  percent,  and  Japanese- American  men  in  Hawaii  at  80  percent. 
As  is  usually  the  case,  women  drank  less  than  men.  white  women 
had  the  highest  proportion  of  current  female  drinkers  at  81  per- 
cent, followed  by  Japanese- American  women  in  California  at 
75  percent,  Japanese- American  women  in  Hawaii  at  68  percent, 
and  Japanese  women  in  Japan  at  61  percent.  Sixty-two  percent  of 
Japanese  men  in  Japan  reported  drinking  at  least  three  times  per 
week,  followed  by  44  percent  of  White  male  drinkers.  The  other 
respondents  drank  much  less  frequently,  white  women  in  Cali- 
fornia had  the  highest  proportion  of  females  who  drank  three  or 
more  times  per  week  at  32  percent,  followed  by  Japanese  women 
in  Japan  at  21  percent  and  Japanese- American  women  in  Hawaii 
and  California  at  9  percent. 

Two  studies  were  identified  that  focused  on  Southeast  Asian 
respondents.  Yee  and  Thu  (1987)  used  household  interviews  to 
sample  adult  Southeast  Asian  refugees,  mainly  Vietnamese,  in 
Texas.  A  majority  of  the  sample  (52  percent)  reported  problems 
with  alcohol  or  tobacco  use.  About  half  the  respondents  reported 
that  they  used  alcohol  or  smoked  tobacco  to  cope  with  stressful 
situations  or  personal  problems.  In  a  study  of  Job  Corps  members 
in  San  Diego,  Indo-Chinese  youth  had  the  lowest  levels  of  drink- 
ing (use  in  the  past  6  months)  compared  with  Whites,  African 
Americans,  and  Hispanics  (Morgan  et  al.  1984).  Sixty-six  percent 
of  Indo-Chinese  males  and  43  percent  of  Indo-Chinese  females 
drank,  compared  with  an  average  of  87  percent  for  males  and 
88  percent  for  females  in  the  other  groups.  The  Indo-Chinese 
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youth  who  drank  reported  very  low  levels  of  other  drug  use: 
None  had  used  cocaine,  and  only  3  percent  reported  using 
marijuana. 

A  Canadian  study  of  Chinese,  Indo-Pakistani,  and  Latin 
American  subjects  (Legge  and  Sherlock  1990-1991),  found  that 
Chinese  subjects  reported  a  low  frequency  and  quantity  of  alco- 
hol consumption  compared  to  Indo-Pakistani  and  Latin  Ameri- 
cans (9  percent,  52  percent,  and  41  percent,  respectively). 
Chinese  and  Indo-Pakistani  respondents  were  similar  in  their 
self-reports  of  excessive  alcohol  use.  However,  drinking  was 
attributed  to  coping  with  failure  by  more  Chinese  respondents 
(52  percent)  than  Indo-Pakistanis  (32  percent).  A  higher  propor- 
tion of  Indo-Pakistani  respondents  (30  percent)  than  Chinese 
respondents  (18  percent)  mentioned  easy  availability  of  alcohol 
as  a  reason  for  use.  Similarly,  the  low  cost  of  alcohol  in  Canada 
was  considered  a  reason  for  use  by  more  Indo-Pakistani  respon- 
dents (12  percent)  than  Chinese  respondents  (7  percent).  Chinese 
and  Latin  American  respondents  indicated  that  health-related 
problems  were  the  biggest  problems  resulting  from  excessive 
alcohol  use  (71  percent  for  both  groups).  For  the  Chinese  respon- 
dents, family  disruption,  trouble  with  the  law,  child  abuse,  and 
wife  abuse  were  the  other  problems  identified  as  resulting  from 
excessive  alcohol  use.  Among  the  Indo-Pakistani  respondents, 
the  greatest  concern  was  family  disruption,  followed  by  wife 
abuse,  child  abuse,  and  family  breakup. 

A  San  Francisco  study  (Wong  1985)  differed  from  most  other 
studies  in  that  it  found  relatively  high  rates  of  AODA  among 
Chinese  youth  in  San  Francisco's  Chinatown.  Their  use  of  ciga- 
rettes, marijuana,  cocaine,  and  Valium  was  comparable  to  use  by 
Whites,  African  Americans,  and  Hispanics.  The  following  per- 
centages of  Chinese  respondents  reported  consumption  of  these 
substances:  beer,  77;  cigarettes,  75;  marijuana,  59;  wine,  54,  hard 
liquor,  49;  quaaludes,  42;  cocaine,  40;  hashish,  22;  Valium,  16;  and 
LSD,  15.  Chinese  males  and  females  had  similar  levels  of  use  for 
most  drugs;  however,  although  females  more  often  reported  use 
of  Valium,  codeine,  and  quaaludes. 

Only  one  study  has  focused  on  elderly  Asian  and  Pacific 
Islander  males  and  alcohol  abuse  (Yamamoto  et  al.  1987).  This 


115 


study  found  that  Filipinos  had  the  highest  rate  of  alcohol  abuse 
or  dependence  (11  percent)  according  to  DSM-III  diagnostic 
criteria,  followed  by  Japanese  at  6  percent  and  Chinese  at 
4  percent. 

Austin  (unpublished)  pointed  out  that  Asian  and  Pacific 
Islander  respondents  did  not  always  report  the  lowest  incidence 
and  prevalence  rates.  In  a  national  survey  of  junior  and  senior 
high  school  students  in  1974,  African  Americans  had  the  highest 
percentage  of  lifetime  abstainers  (41  percent),  followed  by  Asians 
and  Pacific  Islanders  at  35  percent.  A  California  study  conducted 
in  the  1980's  found  that  Asian  and  Pacific  Islander  students 
reported  higher  drinking  rates  than  African  Americans,  and  at 
times  higher  than  Hispanics  (Maddahian  et  al.  1986)  These  alco- 
hol studies  found  that  Whites  had  the  highest  mean  rates,  fol- 
lowed by  Hispanics,  Asians,  and  African  Americans.  The 
differences  among  Asians,  African  Americans,  and  Hispanics 
were  not  significant,  although  the  rates  were  substantially  lower 
for  Whites.  As  a  result  of  several  estimates  regarding  the  use  of 
illicit  drugs  or  alcohol  use,  Asians  and  Pacific  Islanders  rank 
higher  than  African  Americans  (Barnes  and  Welte  1985;  Barnes 
et.  al  1993;  Kim  et  al.  1992;  Segal  1992). 

In  some  categories  of  the  national  high  school  seniors  survey, 
the  limited  sample  of  Asians  and  Pacific  Islanders  reported  rates 
similar  to  African  Americans  in  terms  of  the  use  of  cocaine, 
stimulants,  and  LSD.  In  some  cases,  Asians  and  Pacific  Islanders 
reported  higher  rates  than  African  Americans  for  inhalants,  tran- 
quilizers, sedatives,  and  other  opiates  (Austin  unpublished, 
p.  10).  In  the  Los  Angeles  longitudinal  study  (Maddahian  et  al. 
1986),  Asians  and  Pacific  Islanders  showed  only  a  slightly  lower 
average  for  drug  use  (other  than  alcohol,  tobacco,  and  marijuana) 
than  did  Whites  and  Hispanics.  There  were  also  indications  that 
the  use  of  nonprescription  medication  (e.g.,  sleeping  pills,  stimu- 
lants, cough  medicines,  cold  and  allergy  medication)  was  higher 
for  Asians  and  Pacific  Islanders  than  for  other  ethnic  groups. 
Asians  and  Pacific  Islanders  reported  using  nonprescription 
medications  and  drugs  at  a  higher  rate  than  African  Americans. 
In  a  1991  New  York  survey,  Asians  and  Pacific  Islanders  re- 
ported using  marijuana  the  least  (10  percent)  compared  to  Whites 
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(27  percent),  Hispanics  (23  percent),  and  African  Americans 
(21  percent).  Similar  rates  were  found  for  use  of  analgesics  and 
cocaine  when  compared  to  Whites  and  Hispanics  only.  However, 
Asians  and  Pacific  Islanders  reported  the  same  rates  for  cocaine 
use  as  African  Americans.  Asian  and  Pacific  Islander  inhalant  use 
(at  14  percent)  was  higher  than  African  American  use  (11  per- 
cent) and  similar  to  the  rate  for  Hispanics  (16  percent),  although 
substantially  lower  than  for  Whites  (23  percent).  There  were 
regional  differences,  so  that  the  Asian  and  Pacific  Islander  rates 
for  use  of  marijuana  varied  significantly  depending  on  the  region 
of  the  State  (Austin  1994). 

In  the  Mecklenburg  County,  NC,  study,  the  rate  of  total  AOD 
use  among  Asians  and  Pacific  Islanders  was  higher  than  for 
African  Americans,  although  lower  than  for  other  ethnic  groups 
(Kim  et  al.  1992).  Although  marijuana  use  was  relatively  low, 
Asians  and  Pacific  Islanders  used  inhalants,  cocaine,  ampheta- 
mines, and  barbiturates  at  the  same  rate  as  Whites  and  other 
ethnic  groups,  or  higher. 

A  West  Coast  study  of  secondary  schools  that  participate  in 
a  prevention  program  evaluation  indicated  that  Asians  and  Pa- 
cific Islanders  may  be  at  relatively  higher  risk  for  use  of  illicit 
drugs  than  for  use  of  alcohol  (Ellickson  et  al.  1992).  The  study  of 
drug  use  patterns  among  students  found  that  Whites  used  illicit 
drugs  at  the  highest  rate,  72  percent,  followed  by  Asians  and 
Pacific  Islanders  at  10  percent,  Hispanics  at  8  percent,  and  Afri- 
can Americans  at  7  percent.  Also,  the  pattern  of  use  among 
Asians  and  Pacific  Islanders  began  with  pills  and  other  drugs, 
followed  later  by  regular  smoking  and  drinking.  Other  groups 
followed  a  different  pattern,  in  which  weekly  alcohol  use  was 
followed  by  use  of  marijuana  and  all  other  illicit  drugs. 

In  the  1991  California  Student  Substance  Abuse  Survey,  ap- 
proximately 50  high  schools  were  sampled  statewide  (Austin 
unpublished).  This  study  found  that  Asian  and  Pacific  Islander 
9th  and  11th  graders  generally  reported  lower  prevalence  rates 
in  10  categories  of  legal  and  illicit  drugs.  However,  in  several 
categories,  Asians  and  Pacific  Islanders  equaled  or  exceeded  the 
rates  reported  by  African  Americans,  including  weekly  drinking, 
current  and  daily  cigarette  smoking,  and  the  use  of  cocaine, 
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amphetamines,  and  LSD.  The  California  study  concluded  that 
the  results  further  supported  the  hypothesis  that  Asian  and 
Pacific  Islander  youth  may  be  at  relatively  high  risk  for  use  of 
stimulants  (cocaine  and  amphetamines),  inhalants,  LSD  or  hallu- 
cinogens, depressants,  and  psychotherapeutics  in  general 
(Austin  unpublished,  p.  17).  This  study  and  others  have  found 
that  Asians  and  Pacific  Islanders  have  similar  or  higher  use  rates 
than  African  Americans  for  cocaine,  amphetamines,  and  stimu- 
lants. In  addition,  Asians  and  Pacific  Islanders  also  used  depressant 
drugs — such  as  sedatives,  barbiturates,  and  tranquilizers — more 
than  African  Americans,  sometimes  close  to  the  rates  of  Whites. 
According  to  Austin  (unpublished),  the  alcohol,  tobacco,  and 
other  drug  use  rates  among  Asian  and  Pacific  Islander  women 
may  be  a  concern,  because  although  rates  are  generally  low,  they 
may  rise  as  Asian  and  Pacific  Islander  women  become  more 
acculturated.  Some  research  indicates  that  the  more  acculturated 
Asian  and  Pacific  Islander  females  become,  the  more  traditional 
values  and  the  stigma  of  alcohol,  tobacco,  and  other  drug  use 
among  Asian  and  Pacific  Islander  females  may  attenuate  (Chi  et 
al.  1989). 

The  gender  patterns  indicate  that  males  almost  always  use 
alcohol  and  cigarettes  more  frequently  than  females  (Austin 
unpublished).  However,  the  annual  prevalence  rate  among 
Asian  and  Pacific  Islander  males  and  females  are  similar  with 
regard  to  the  use  of  LSD,  cocaine,  sedatives,  barbiturates,  stimu- 
lants, and  marijuana.  Asian  and  Pacific  Islander  females  ex- 
ceeded the  males  in  use  of  cocaine  and  stimulants.  Drug  use 
among  Asian  and  Pacific  Islander  females  was  relatively  higher 
in  relation  to  females  of  other  groups,  compared  to  their  male 
counterparts.  Compared  to  the  current  and  annual  prevalence 
rates  for  African- American  females,  Asian  and  Pacific  Islander 
females  had  higher  use  rates  for  sedatives,  marijuana,  cocaine, 
stimulants,  and  inhalants.  Asian  and  Pacific  Islander  females  are 
at  relatively  high  risk  for  marijuana,  cocaine,  and  stimulant  use. 
Asian  and  Pacific  Islander  females  reported  much  higher  rates  of 
daily  smoking  than  African-American  females  and  slightly 
higher  rates  of  daily  smoking  than  Hispanic  females. 
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Although  Asian  and  Pacific  Islander  males  use  marijuana 
significantly  more  than  females,  both  males  and  females  had 
similar  rates  of  use  for  cocaine,  amphetamines,  inhalants,  and 
depressants.  In  all  cases  except  inhalant  use  by  males,  Asians  and 
Pacific  Islanders  exceeded  African  Americans  of  the  same  gen- 
der. In  terms  of  sedatives  and  barbiturates,  the  Asian  and  Pacific 
Islander  use  rates  were  similar  to  those  of  Hispanics  and  higher 
than  African- American  rates. 

In  the  1991  California  student  survey,  alcohol  consumption 
across  Asian  and  Pacific  Islander  groups  was  lower  than  other 
ethnic  groups.  Among  the  Asian  and  Pacific  Islander  groups, 
Pacific  Islanders  consistently  reported  the  highest  rate  of  alcohol 
consumption,  followed  by  Koreans,  Filipinos,  Japanese,  South- 
east Asians,  and  Chinese.  A  similar  pattern  held  true  for  cigarette 
smoking. 

With  regard  to  illicit  drug  use,  a  similar  pattern  was  reported. 
However,  Southeast  Asians  reported  using  illicit  drugs  at  rela- 
tively high  rates,  comparable  to  those  of  Filipinos.  Southeast 
Asians  ranked  first  in  cocaine  use  and  high  in  amphetamine  use. 
Pacific  Islanders,  however,  reported  relatively  low  rates  of  both 
cocaine  and  amphetamine  use.  Pacific  Islanders  reported  the 
highest  rates  for  use  of  illicit  drugs,  marijuana,  and  inhalants,  at 
rates  close  to  non-Asians  and  Pacific  Islanders.  Filipinos  and 
Koreans  were  relatively  high  users  of  marijuana,  while  Filipinos 
and  Japanese  were  relatively  high  users  of  cocaine  and  ampheta- 
mines. Asians  and  Pacific  Islanders  used  inhalants  at  a  rate 
similar  to  that  of  non- Asians  and  Pacific  Islanders  (Austin  un- 
published). 

Incidence  and  prevalence  estimates  based  on  treated  cases 
may  initially  appear  to  indicate  a  lower  need  for  services.  How- 
ever, the  relatively  low  utilization  rates  of  existing  AODA  serv- 
ices by  Asians  and  Pacific  Islanders  could  also  mean  that  the 
services  are  needed  at  a  higher  rate,  and  there  may  be  various 
circumstances  that  make  the  use  and  access  of  services  difficult 
(Murase  1977;  Sue  and  Morishima  1982).  Through  a  sample  of 
individuals  in  treatment  for  AODA  in  San  Francisco  (Asian,  Inc. 
1978),  it  was  estimated  that  the  AODA  rate  among  Japanese 
Americans  is  similar  to  that  of  the  general  population  in  San 
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Francisco.  However,  the  AODA  rates  for  Chinese  and  Filipino 
Americans  were  lower.  A  national  study  of  drug  abuse  programs 
(Phin  and  Phillips  1978)  found  that  55  percent  of  Asians  and 
Pacific  Islanders  in  treatment  and  about  65  percent  of  Whites 
were  admitted  primarily  for  heroin  use.  Asian  and  Pacific  Is- 
lander clients  reported  higher  levels  of  barbiturate  use  (45  per- 
cent) than  Whites  (11  percent).  It  was  also  found  (Namkung  1976) 
that  95  percent  of  Asian  and  Pacific  Islander  inmates  in  California 
prisons  were  incarcerated  for  drug-related  crimes. 

Finally,  Zane  and  Sasao  (1992)  identified  a  number  of  trends 
based  on  recent  studies.  First,  the  use  of  drugs  such  as  alcohol, 
nicotine,  cocaine,  and  marijuana  appeared  to  be  lower  for  Asian 
and  Pacific  Islanders  than  for  Whites  and  other  groups  of  color. 
However,  it  is  important  to  identify  the  variations  in  AOD  use 
among  the  different  Asian  and  Pacific  Islander  subpopulations. 
For  example,  while  most  Asian  and  Pacific  Islander  subgroups 
reported  less  alcohol  use  than  Whites,  Hawaiians  reported  AOD 
use  at  a  level  comparable  to  Whites.  Second,  it  appeared  that 
alcohol  use  has  been  underestimated  for  some  Asian  and  Pacific 
Islander  groups,  such  as  Japanese- American  males  and  Filipino- 
American  males.  Third,  there  is  evidence  that  suggests  that  Chi- 
nese and  Japanese  Americans  use  barbiturates  and  tranquilizers 
more  than  was  expected,  and  this  use  may  be  an  increasing 
problem.  Fourth,  cultural  factors  play  an  important  role  in  limit- 
ing and  sometimes  enhancing  AOD  use  among  Asian  and  Pacific 
Islander  groups. 

Cultural  Characteristics  of  the  Group 

To  discuss  the  cultural  characteristics  of  Asian  Americans,  it  is 
necessary  to  understand  the  diversity  and  some  of  the  demo- 
graphic characteristics  of  this  heterogeneous  population. 

The  O'Hare  and  Felt  (1991)  report  is  used  extensively  in  this 
section  because  it  captures  the  contrasts  and  diversity  in  the 
Asian  and  Pacific  Islander  populations.  In  this  report,  based  on 
the  March  1990  U.S.  Census  Bureau  Current  Population  Survey, 
references  made  to  Asians  and  Pacific  Islanders  include  people 
from  China,  Mongolia,  Pakistan,  Sri  Lanka,  Maldives,  India, 
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Nepal,  Bhutan,  Bangladesh,  Burma,  Laos,  Thailand,  Vietnam, 
Cambodia,  North  Korea,  South  Korea,  Japan,  Hong  Kong,  Ma- 
cao, Taiwan,  Philippines,  Malaysia,  Singapore,  Indonesia, 
and  the  island  groups  that  form  Melanesia,  Micronesia,  and 
Polynesia. 

In  1990,  the  States  with  the  largest  numbers  of  Asian  and 
Pacific  Islander  populations  are  California,  with  2,845,659  or 
9.6  percent  of  the  State's  population;  New  York,  with  693,760  or 
3.9  percent;  Hawaii,  with  685,236  or  61.8  percent;  Texas,  with 
319,459  or  1.9  percent;  and  Illinois,  with  285,311  or  2.5  percent. 

The  rapid  increase  in  the  Asian  and  Pacific  Islander  popula- 
tion is  due  to  immigration  and  an  influx  of  refugees.  During  the 
1980's,  75  percent  of  the  increase  in  the  Asian  and  Pacific  Islander 
population  was  due  to  immigration. 

During  the  1980's,  the  average  household  income  of  the  Asian 
and  Pacific  Islander  population  was  slightly  higher  than  that  of 
non-Hispanic  Whites.  During  this  same  period,  however,  the 
poverty  rate  among  Asians  and  Pacific  Islanders  increased  and 
is  currently  nearly  twice  that  of  non-Hispanic  Whites.  This  rise  is 
due  to  a  bimodal  income  pattern,  wherein  some  immigrants  are 
skilled,  educated,  and  able  to  develop  careers  in  business,  while 
others  tend  not  to  have  the  education  and  skills  needed  to  de- 
velop similar  careers  and  businesses  in  the  United  States  as  easily. 

Asian  and  Pacific  Islander  families  averaged  slightly  higher 
incomes  than  non-Hispanic  White  families,  and  more  Asians  and 
Pacific  Islanders  attended  college.  However,  the  personal  income 
of  Asians  and  Pacific  Islanders  was  less  than  non-Hispanic 
Whites.  In  all  age  groups,  non-Hispanic  White  males  earned 
more  money  than  Asian  and  Pacific  Islander  males  of  the  same 
age  and  educational  background.  Even  though  Asians  and  Pa- 
cific Islanders  had  more  education  than  non-Hispanic  Whites, 
their  return  on  earnings  was  21  percent  lower.  This  indicates  that 
the  glass  ceiling  effect  of  employment  discrimination  may  be 
keeping  Asians  and  Pacific  Islanders  from  benefiting  appropri- 
ately from  their  education  and  work  performance. 

The  following  discussion  addresses  the  various  cultural  char- 
acteristics of  the  major  Asian  and  Pacific  Islander  groups  with 
respect  to  AODA  issues.  The  discussion  regarding  cultural  char- 
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acteristics  in  relation  to  alcohol  use  is  based  extensively  on  an 
Asian  and  Pacific  Islander  alcohol  peer  consultation  and  training 
project  needs  assessment  conducted  in  California  (Hatanaka  et 
al.  1991).  The  study  hypothesized  that  while  cultural  back- 
grounds and  drinking  styles  among  Asian  and  Pacific  Islander 
groups  differed,  these  groups  were  similar  in  their  encourage- 
ment of  moderate  drinking.  Thus,  culture  as  a  variable  is  consid- 
ered by  many  to  be  an  important  aspect  of  drinking  patterns. 
Acculturation  has  also  been  identified  as  having  a  major  influ- 
ence on  drinking  patterns,  that  is,  the  greater  the  acculturation 
levels,  in  general  the  greater  the  amount  of  drinking  (Austin  1989; 
Austin  and  Gilbert  1989).  According  to  this  theory,  Asians  and 
Pacific  Islanders  who  are  recent  immigrants  should  have  a  drink- 
ing pattern  similar  to  their  country  of  origin,  while  Asians  and 
Pacific  Islanders  who  are  more  assimilated  should  demonstrate 
drinking  patters  more  similar  to  American  culture  (Chi  et  al. 
1989).  Also,  it  has  been  hypothesized  that  alcohol  consumption 
among  Asians  and  Pacific  Islanders  increases  as  a  way  of  coping 
with  stress  that  is  the  result  in  changes  in  social  norms,  family 
relationships,  and  upward  mobility  (Yu  and  Liu  1987).  Note, 
however,  that  the  extent  to  which  acculturation  affects  Asian  and 
Pacific  Islander  drinking  patterns  is  unclear. 

The  acculturation  hypothesis  is  supported  by  a  study  of 
younger  Japanese  males  and  females  who  reported  heavier 
drinking  and  a  lower  percentage  of  abstinence  than  an  older 
Japanese  sample  (Kitano  et  al.  1988).  Also,  Sue  and  colleagues 
(1979)  found  that  highly  assimilated  Asian  and  Pacific  Islander 
college  students  drank  more  than  less  assimilated  students.  Yuen 
and  Johnson  (1986)  found  that  daughters  of  Chinese  and  Japa- 
nese ancestry  drank  significantly  more  than  their  mothers.  On 
the  other  hand,  the  acculturation  hypothesis  is  contradicted  by 
other  studies  such  as  Akutsu  et  al.  (1989),  in  which  Filipino 
women  in  Los  Angeles  retained  the  drinking  patterns  of  their 
culture  of  origin,  while  Filipino  men's  drinking  resembled  that 
of  the  dominant  society.  Thus,  it  is  important  to  note  that  so- 
ciocultural  factors,  including  acculturation  and  physiological 
factors  (such  as  the  flushing  response)  do  not  adequately  explain 
all  aspects  of  Asian  and  Pacific  Islander  drinking  patterns.  Sue 
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and  Nakamura  (1984)  have  therefore  proposed  the  reciprocity 
model,  a  concept  that  includes  the  interaction  of  all  of  the  perti- 
nent variables.  This  hypothesis  suggests  that  alcohol  consump- 
tion is  an  interactive  phenomenon  in  which  the  physiological, 
social,  and  psychological  factors  interact  with  one  another.  The 
reciprocity  model  assumes  that  drinking  behavior  is  influenced 
by  the  native  culture,  the  mainstream  American  culture,  and  the 
generational  status  of  individuals. 

The  figures  from  the  Hatanaka  and  colleagues  (1991)  needs 
assessment  study  provide  a  helpful  outline  of  various  issues  that 
relate  to  cultural  characteristics.  Table  1  identifies  some  risk 
groups  in  six  Asian  and  Pacific  Islander  populations.  These  in- 
clude American-born  as  well  as  foreign-born  individuals,  both 
genders,  college-age  students  and  the  elderly,  and  individuals 
who  may  have  experienced  traumatic  wartime  refugee  trauma. 
Table  2  outlines  several  culturally  based  behaviors  across  Asian 
and  Pacific  Islander  groups  that  are  barriers  to  treatment  and 
recovery.  The  most  common  and  most  difficult  barrier  is  denial. 
Table  3  shows  data  for  clients  in  a  program  targeting  driving 
under  the  influence  (DUI)  of  alcohol.  This  survey  asked  questions 
regarding  individual  drinking  behavior.  The  table  illustrates 
how  both  the  self-perceptions  and  the  drinking  patterns  of  these 
Asian  and  Pacific  Islander  groups  varied  significantly.  Figure  4 
also  shows  data  for  clients  in  a  DUI  program.  This  survey  asked 
individuals  for  their  reasons  or  motivation  for  drinking.  Again, 
there  were  significant  differences  among  the  six  Asian  and  Pacific 
Islander  groups.  Note  that  peer  influence  was  a  relatively 
low  factor,  while  wanting  to  feel  good  or  at  ease  around  people, 
escaping  from  boredom,  reducing  anxiety  and  tension, 
and  drinking  to  enjoy  what  the  person  is  doing  more  ("self- 
actualizing")  were  higher. 

The  following  section  addresses  AODA  and  the  relationship 
to  cultural  characteristics  by  individual  Asian  and  Pacific  Is- 
lander subgroups.  This  section  relies  heavily  on  a  statewide 
Asian  and  Pacific  Islander  drug  services  needs  assessment  con- 
ducted in  California  (Sasao  1991).  The  statewide  drug  abuse 
needs  assessment  obtained  data  through  a  number  of  mecha- 
nisms. One  mechanism  was  a  series  of  community  forums  for 
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Table  1 


RISK  GROUPS  AS  IDENTIFIED  THROUGH  KEY  INFORMANT  SURVEYS 


Chinese 


Japanese 


Korean 


1 .  Businessmen 
(male)— alcohol  an 
intrinsic  part  of 
business 
transactions. 

2.  Youth— teens  and 
college-age  youth, 
both  male  and 
female.  Specific 
subgroups:  new 
immigrants  (Taiwan) 
and  second 
generation  and 
later. 

3.  Females— gen- 
erally agreed  there 
is  a  greater  problem 
than  with  males. 
Hidden  cases  a 
problem  among 
females. 


1 .  American-born 
males— pack 
drinking,  keeping 
up  with  peers. 

2.  Youth  and  young 
adults— socially 
expected.  Often, 
the  only  drug  of 
choice  although 
polydrug  use  is  also 
significant.  Males  at 
greater  risk  than 
females. 

3.  Japan-born 
businessmen 
Cshosha")— 
Japanese  nationals 
temporarily  living  in 
the  USA.  Business 
obligations. 

4.  Isolated  elderly- 
widowers, 
monolingual 
individuals  without  a 
strong  social 
support  network. 


1 .  Males  (both 
American-born  and 
foreign-born)— high 
alcohol  consump- 
tion rates.  Pack 
drinking. 

2.  College-age 
males  and  females — 
increasing  trend 
among  young  men 
and  women.  Social 
expectations  high. 

3.  Females  in 
general- 
increasing  trend, 
but  significantly  less 
than  men.  High-risk 
subgroup:  waitresses 
and  hostesses  in 
Korean  bars, 
encouraged  to  drink 
with  clients. 


specific  groups.  These  forums  were  held  in  three  locations:  San 
Francisco,  Los  Angeles,  and  San  Diego. 

The  first  forum  to  be  summarized  focused  on  the  Chinese- 
American  population.  The  community  forums  indicated  that 
tobacco  and  alcohol  were  the  most  prevalent  substances  used  by 
Chinese  populations.  Chinese  populations  were  reported  to  use 
a  range  of  other  drugs,  but  not  at  the  prevalence  rates  reported 
for  tobacco  and  alcohol.  According  to  the  community  forums, 
Chinese  immigrants  underestimate  the  health  hazards  of  alcohol, 
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Table  1  (cont'd) 


RISK  GROUPS  AS  IDENTIFIED  THROUGH  KEY  INFORMANT  SURVEYS 


Pacific  Islander 


Filipino 


Southeast  Asian 


1 .  Youth— main 
target  group. 
Excessive  drinking 
noted.  Significant 
problems  with  drugs 
and  gangs.  Mostly 
males,  but  increasing 
problems  with 
females  due  to 
erosion  of  clear-cut 
familial  and  sexual 
roles. 

2.  High  incidence  of 
low-income  and 
poverty-level 
persons.  Alcohol 
and  related 
problems 
exacerbated. 


1 .  First  generation 
seniors,  often  male. 

2.  Immigrant 
youth- 
exacerbated  by 
other  drugs  and 
gang  activity. 

3.  American-born 
youth  and  young 
adults— social 
pressures, 
acculturation. 

4.  Males  in  general- 
pack  drinking,  peer 
pressures.  Females 
in  general  drink 
alcohol  less  than 
men,  although 
there  is  an 
increasing  trend  of 
substance  abuse. 


1 .  Recent 
immigrants- 
exacerbated  by 
problems  of 
acculturation  and 
posttraumatic  stress 
syndrome. 

2.  Males  in  general- 
peer  and  social 
pressures. 

3.  Women  in 
general— 
significantly  less 
than  males, 
although  there  is  a 
custom  to  drink 
alcohol  after  giving 
birth  to  a  child  to 
restore  the  mother's 
health. 


Source:  Adapted  from  Hatanaka,  H.;  Morales,  /?.;  and  Kaseyama,  N.  Asian  Pa- 
cific Alcohol  Peer  Consultation  and  Training  Project.  Los  Angeles,  CA:  Special 
Services  for  Groups,  Inc.,  1991. 

tobacco,  and  prescription  medication  because  these  drugs  are 
legal  and  culturally  accepted  in  both  China  and  the  United  States. 
High-risk  populations  among  Chinese  were  older  adult  males, 
adolescents,  young  adults,  immigrants,  and  members  of 
low-income  households.  The  specific  emphasis  on  older  adult 
males  was  interpreted  as  a  cultural  factor  that  places  heavy 
responsibility  on  males  within  Chinese  households.  In  addition, 
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Table  2 

BARRIERS  TO  ALCOHOL  RECOVERY  SERVICES  AS  IDENTIFIED 
THROUGH  KEY  INFORMANT  SURVEYS 


Chinese 


Japanese 


Korean 


1 .  Denial— the  single 
most  important  factor 
contributing  to 
barriers. 

2.  Lack  of  Chinese- 
American  counselors 
and  bilingual 
outreach  programs. 


1 .  Denial- 
embarrassment  is 
probably  the  key 
factor  motivating  the 
denial  response. 

2.  Only  a  few 
Japanese- American 
counselors  and 
bilingual  outreach 
programs. 


1 .  Denial — especially 
because  drinking  is 
culturally  accepted, 
and  in  such  a  close- 
knit  community,  a 
sense  of  shame  is 
heightened. 

2.  Korean  media 
(probably  watched 
by  90%  of  the 
community)  tends  to 
glamorize  drinking. 

3.  Only  a  few  Korean- 
American  counselors 
and  bilingual 
outreach  programs. 


the  immigration  experience  and  the  cultural  adjustment  from  the 
country  of  origin  to  the  United  States  are  strongly  associated  with 
AODA.  In  addition,  peer  pressure,  family  and  marital  issues,  and 
juvenile  delinquency  and  gang  activity  are  associated  with 
AODA.  Conflicts  between  the  older  and  younger  generations 
often  isolate  youth  from  other  members  of  their  family  and  can 
lead  to  depression.  This  isolation  can  lead  to  juvenile  delinquency 
and  AODA  as  a  coping  mechanism.  In  the  Chinese  community, 
heavy  emphasis  is  placed  on  the  continuity  of  generations,  har- 
mony, and  filial  respect.  Furthermore,  consequences  of  socially 
unacceptable  behavior  focus  on  the  welfare  of  the  family  and 
future  generations,  as  opposed  to  the  individual. 

The  Japanese-American  community  forums  reported  that 
alcohol  and  marijuana  were  the  most  prevalent  substance  used, 
although  tobacco,  crack  cocaine,  and  amphetamines  were  also 
commonly  abused.  The  Japanese  forums  also  identified  adoles- 
cents, young  adults,  and  single  adults  (especially  those  who  are 
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Table  2  (cont'd) 


BARRIERS  TO  ALCOHOL  RECOVERY  SERVICES  AS  IDENTIFIED 
THROUGH  KEY  INFORMANT  SURVEYS 


Pacific  Islander 


Filipino 


Southeast  Asian 


1 .  Denial— especially 
because  there  is  a 
lack  of  culturally  rele- 
vant substance  abuse 
education. 

2.  Lack  of  Pacific 
Islander  (e.g., 
Tongan,  Samoan) 
professionals  in  all 
fields. 


1.  Denial- 
unwillingness  to  admit 
to  any  problem  of  this 
type. 

2.  Lack  of  Filipino 
counselors  and 
bilingual  outreach 
programs. 


1 .  Denial — and  lack  of 
knowledge  about 
substance  abuse, 
especially  among 
recent  immigrants. 
Also  shame  to  the 
individual  as  well  as  to 
the  family. 

2.  Lack  of  Southeast 
Asian  counselors  and 
bilingual  outreach 
programs. 


Source:  Adapted  from  Hatanaka,  H.;  Morales,  /?.;  and  Kaseyama,  N.  Asian 
Pacific  Alcohol  Peer  Consultation  and  Training  Project.  Los  Angeles,  CA: 
Special  Services  for  Groups,  Inc.,  1991. 


divorced)  as  high-risk  groups.  AODA-related  problems  included 
parents  who  used  legal  and  illegal  substances  and  became  negative 
role  models  for  their  children.  This  negative  role  modeling  was  later 
reinforced  by  peer  pressure.  New  immigrants  often  felt  isolated 
from  mainstream  society  and  coped  with  their  resulting  depressed 
feelings  by  using  AOD.  They  sometimes  joined  a  drug-using  sub- 
culture as  a  way  of  finding  a  peer  group  and  social  acceptance. 

The  Korean- American  community  forums  identified  whis- 
key, rice  wine,  and  crack  cocaine  as  the  most  commonly  abused 
substances.  The  high-risk  groups  were  reported  to  be  adoles- 
cents, young  adults,  and,  to  a  lesser  extent,  elderly  individuals 
who  abuse  prescription  or  over-the-counter  medication  bought 
in  Korea.  Males  are  considered  at  especially  high  risk,  because 
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they  are  encouraged  to  drink  and  smoke  as  a  sign  of  masculinity 
in  Korean  culture.  AODA-related  problems  in  the  community 
include  driving  under  the  influence,  traffic  citations,  domestic 
violence,  juvenile  delinquency  and  gang  activity,  school  truancy, 
and  runaways  (Sasao  1991). 

The  Filipino- American  community  forums  identified  alco- 
hol, marijuana,  and  cocaine  as  the  most  frequently  abused  sub- 
stances. The  high-risk  groups  were  identified  as  adolescents, 
young  adults,  males,  and  recent  immigrants.  The  AODA-related 
problems  in  the  community  included  family  and  marital  prob- 
lems, problems  associated  with  immigration  and  adjustment  to 
the  mainstream  culture,  juvenile  delinquency  and  gang  activity, 
underemployment,  crime,  high  school  dropout  rates,  broken 
families,  suicides,  and  alcohol-impaired  driving  arrests  and  acci- 
dents. Traditional  acceptance  of  drinking  and  smoking  for  males 
in  Filipino  culture  was  reported  to  perpetuate  the  problem.  Fili- 
pino females  are  also  vulnerable  to  AODA  when  they  get  in- 
volved in  gang  activity. 

The  Vietnamese- American  forums  identified  cigarettes  and 
marijuana  as  the  most  prevalent  abused  substances.  Alcohol  is 
also  a  problem  among  the  older  generation,  especially  Vietnam- 
ese veterans  of  the  Vietnam  War.  High-risk  groups  include  ado- 
lescents, males,  and  members  of  low-income  households. 
Adolescents  were  said  to  be  at  risk  because  they  tend  to  have  little 
parental  supervision;  most  parents  are  at  work  for  long  hours. 
Immigrant  adult  males  are  vulnerable  on  account  of  the  frustra- 
tion and  depression  they  experience  adjusting  to  mainstream 
American  culture.  Males  are  particularly  at  risk  because  they 
often  feel  they  lose  control  over  their  families  amid  the  changing 
roles  that  the  families  experience  in  the  United  States.  The  chang- 
ing of  roles  in  families  and  the  loss  of  traditional  status  create 
vulnerabilities  to  AODA.  This  is  particularly  true  when  Vietnam- 
ese immigrant  fathers  who  speak  little  English  have  to  rely  on 
their  children  to  interpret  and  on  their  wives  to  provide  much  of 
the  financial  support.  AODA-related  problems  in  the  community 
include  peer  pressure,  juvenile  delinquency,  gang  activity,  immi- 
gration and  cultural  adjustment,  refugee  status,  economic  hard- 
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ship,  stress  on  the  family  related  to  changing  roles,  and  economic 
difficulties  (Sasao  1991). 

The  Cambodian- American  community  forums  identified  al- 
cohol and  tobacco  as  the  two  most  prevalent  substances  abused 
by  Cambodians.  However,  crack  cocaine  and  "ice"  (metham- 
phetamine)  were  also  major  problems.  The  high-risk  groups 
included  low-income  Cambodians  of  all  ages  and  genders.  The 
AODA-related  problems  in  the  community  included  family  or 
marital  conflict,  juvenile  delinquency,  gang  activity,  and  peer 
pressure  (Sasao  1991). 

The  Lao- American  community  forum  identified  alcohol,  to- 
bacco, and  marijuana  as  the  most  prevalent  substances  abused. 
All  segments  of  the  community  were  considered  at  high  risk, 
particularly  males.  The  AODA-related  problems  in  the  commu- 
nity included  family  and  marital  conflicts,  juvenile  delinquency, 
gang  activity,  unemployment,  and  the  trauma  caused  by  the 
refugee  experience  (Sasao  1991). 

The  Hmong- American  community  forum  identified  alcohol, 
tobacco,  and  opiates  as  the  most  prevalent  substances  of  use  or 
abuse.  The  forum  reported  that  the  use  of  these  substances  seemed 
to  be  declining  in  the  previous  5  years  because  of  substance  users 
becoming  ill  and  voluntarily  discontinuing  use  of  the  drugs.  The 
high-risk  groups  were  identified  as  adolescents  and  adults,  particu- 
larly those  under  stress  or  peer  pressure  (Sasao  1991). 

The  Thai- American  community  forum  identified  alcohol,  to- 
bacco, marijuana,  and  amphetamines  as  the  most  often  abused 
substances.  Those  considered  to  be  in  the  high-risk  group  were 
immigrants;  those  who  were  monolingual,  Thai-speaking,  single 
adults;  less  educated  Thais;  and  young  adults.  AODA-related 
problems  in  the  community  included  immigration  and  cultural 
adjustment,  family  and  marital  conflicts,  and  unemployment.  The 
forum  also  reported  that  an  increase  in  fights  among  community 
members  had  occurred  as  a  result  of  participants  being  intoxi- 
cated. Also  there  had  been  an  increase  in  smoking  American- 
made  cigarettes. 

Several  figures  follow  that  outline  AODA-related  factors, 
including  social  and  cultural  aspects.  Tables  5  and  6  list  the 
motivations  cited  for  six  Asian  and  Pacific  Islander  groups,  in- 
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eluding  Chinese- Vietnamese.  These  figures  illustrate  the  diver- 
sity among  the  groups  in  terms  of  their  self -report  regarding  their 
reasons  or  motivations  for  AOD  use. 

Tables  7  and  8  identify  the  reasons  why  adults  in  these  groups 
use  AOD.  Again  note  the  variability  in  motivating  factors  among 
the  groups.  Note  that  job  stress,  marital  and  family  problems,  social 
settings,  addiction,  and  depression  are  relatively  prominent  among 
adults.  Tables  9  and  10  indicate  that  social  events,  restaurants,  and 
home  are  among  the  places  most  associated  with  alcohol  use. 
However,  the  patterns  differ  among  the  populations. 

Although  the  limited  incidence  and  prevalence  data  on 
Asians  and  Pacific  Islanders  tend  to  indicate  that  the  rates  for 
Asians  and  Pacific  Islanders  are  relatively  low,  these  data  must 
be  interpreted  cautiously.  The  study  by  Barnes  and  Welte  (1985) 
reported  that  the  alcohol  use  rates  for  Asian- American  males  was 
relatively  high.  In  several  of  these  studies,  there  were  significant 
differences  in  rates  among  groups  when  gender  was  a  variable. 
Furthermore,  when  the  sample  is  " Asian  American"  and  not 
specifically  disaggregated  by  specific  Asian  and  Pacific  Islander 
subgroup,  the  results  become  a  composite  of  data  for  several 
unidentified  subgroups.  Because  the  Asian  and  Pacific  Islander 
population  is  so  diverse,  specific  identification  of  the  subgroup 
in  a  study  is  important.  The  studies  by  Kitano  and  Chi  and  by 
Murakami  mentioned  earlier  both  reported  significant  differ- 
ences in  the  drinking  patterns  among  specific  Asian  and  Pacific 
Islander  subgroups.  Zane  and  Kim  (1994)  stated  that  studies 
regarding  Asians  and  Pacific  Islanders  must  disaggregate  the 
data  to  identify  specific  subgroups. 

Suggested  Prevention  Strategies 

The  Statewide  Asian  Drug  Service  Needs  Assessment  (Sasao 
1991)  provides  grassroots  community  suggestions  for  prevention 
strategies.  A  series  of  community  forums,  similar  to  focus  groups, 
was  convened  in  California  for  each  of  six  Asian  and  Pacific 
Islander  groups.  Part  of  the  discussion  in  each  of  these  forums 
addressed  service  utilization  and  program  effectiveness  issues, 
barriers  to  prevention  and  treatment,  and  program  needs.  The 


134 


z 
< 

O  0 

9  & 

is 

§8 

<   D 

O  a> 

u.  £> 
D  0) 
£b 

O 
</> 

Z 
O 

3 


•  $ 

> 
$ 

0) 

E 

D 

C 

> 


o 

c 

S. 


E 
o 


O 


8 


o 
<5 


CO 


to 


s 


o 

8 


E 

0 

JQ 
O 

a 
^. 

E 

D 


O      CS      5t      O 

6>        00        CM 


CO 


p      q     co     p 
2      c>      co      <5 


o 
cn 


E 
Jl> 
.a 
o 

a 

o 
o 

o 

o 

£ 

0 

■D 
D 

3 


CO        00 


22 

o 


lO        00 

3    2 


•— 

CO 

lO 

om 

00 

>o 

o 

£4 

00 
CN 

Si 

00 

s 

lO 

oj 

CO 


"tf 

CN 

CN 

^ 

*r 

>o 

csi 

r-i 

CO 

4 

r< 

to 

r^ 

a 

<> 

r^ 

CN 

CO  r- 

rv.       r— 


"*■ 

00 

CO 

o 

CN 

a 

CO 

s 

S3 

§ 

00 

8 

^o 

CN 

E 

0 

0 

8 

"to 
0 

CO 

1 

8 

0 

a 
0 

CD 
CL 

CO 

o 

k_ 

D 
(J 

0 

c 

'o 

c 

5 

0 

.C 

0 

£ 
I 
I 

Q 
•2 


Q 

c 

< 

a» 

03 

V/1 


O 

8- 

5  jo 
S-  P 

-8  £ 
to  5 

p  c 

is)    ro 


135 


-Q 


s 

5 


3 
o 

z 


LU 
</> 

Q 

2 

O 

o 


o 

c 


II 

O.S> 

> 


E 
o 

c 

> 

o 

c 

Q. 


c 
O 

S> 
o 


CM 


CO        "O        CO        CM 


2    8 

CO 


i 


o 


COCNIO^O        —        r-OO        — 


O       ^T       O       CO       O       O       O 


^r     o     — 


^■^■o^-oo^r-,—     |^ 

■~       —       —  CM       —       00 


^OiOCMCM^-OOOOiO 


CO        •— 


corv.CMLO      —      r^r-io 
•—cm  r^ 


0 
"D 
O 

E 


c 


.Q 

I 

D 
^. 

*«/> 
D 


C 

g 
"a 

Q. 


0) 
D 
g? 
0 

Q. 

0 
0 

a 

g 
"o 
o 

CO 


c 
o 

g 

5 


E 

jD 

o 
a 

E 

o 


"O 

o 

c 
o 

o 
§> 
E 
E 


o 

I 

o 

s 

I 
I 

a 

.£2 

I 
3 


< 

■a 

CD 


a; 
u 

o> 

L_ 

O 

c 
.2 

< 

CD 

■g 

■4-J 

(T3 

ft)        . 

5  - 

-  R 
■S  «t 

^2 

O    C 
tO     CO 


3 


5 


136 


rs 


< 

<  e 

ZS 

O  2 

<  D) 
uu  C 
2>  iS 
3  O 

o  & 

<  2 

O  ?> 

U.  £) 

Q  0) 

O 

</> 

z 
O 


$2~ 
©Eq 

■C  t:  w 

O  2 

> 


E°- 
2cm 


go 


0)0 


ll 


S> 


cn     io     o     "nT     r^> 

od     >—     co     io     <> 
rv      «o     oo      <— 


cn     p 


co       Is*. 

d.     <> 
oo      r-. 


oo 

s 


E 

.Q 

O 

a 
^> 

E 

to       D 

$     £. 
€     1 


CO 


CO 

CD 

C 

1 

CO 

o 
*o 

o 

CO 


2    gj 


CN  CO  O 
CN  CO  c5 
rv.      co      >— 


r^,      r^.      oo      o      r^> 
co      co      ^r      lq      ^f 

00        >0        00        ^f        CN 


00        <—        io 
C>        CN        ^ 

r>-      rv.      co 


^r      io      io 

r-^  00  r^ 

r^      oo      co 


s 

I 

3- 

c 


to 

O) 

Q 

c 

'co 
< 

ai 

•4— ' 


O 

s  - 
■eg 


"S 


8-  P 

o  c 


137 


138 


W-: 


0> 

-Si 


2 

<o 

o 

z 

o 

< 

UJ 
CO 

— '  o 

o? 

°<i 

lb 

£c 

o*  A) 

22 

Z  w 

o 

o 
2 

Z 
< 
to 
Z 
O 


o 

c 


,  $ 

fl>  0)     o 

go    ^ 

i 

<D 

I  a 

> 


o 

c 

a 


s 


lO       CM 

•—        00 


CO       CO 


D) 

c 


co 

CO 

Q) 
C 
'co 

D 
CD 


—       O 


r^      o 

CN        T1 


CSI        CN 
2        § 


58     £ 


CN 

CN 


s 


O       CO 


1—      r^ 
10      co 


0 

lO 

CO 

3 

CN 

s 

10 

O 

CO 

JO 

s 

r^. 

r^ 

0 

CO 

00 

s 

10 

CO 

0 

10 

oj 

s 

r>. 

CN 

q 

r— I 

CO 

1—^ 

r^ 

co 

r^ 

r^ 

O 

S8 

^r 

<> 

LO 

D) 

C 

'c 
b 

CO 

CO 

.Q 

C 

0 

O 

> 

D 

C 

D 
"to 

0 

0 

0 

D 

C£ 

O 

O 

5 


S 
1 

c 


a» 

3 


"8 


Is 

O    C 


139 


i8N-N2ong 


5 

5 
i 


o  ® 

> 


o       —       o       —       o       —       -o 


8 

i 

I 


§ 

< 

I 

o 


O 


o 

c 
£ 


0 

£ 

<D 
> 


O 

c 
Ql 


lO  —  O  r-  O  ^ 


^^-OOOr-oiO 


0> 


o 

<5 

2 

a 

z 
< 

o 

to 

5 


c 
o 

Q> 
O 

o 

o 

c 
o 
a 
o 


OOlOiOiOCSIOoo 

CO 


^      ^      oo      o      r^      o      •— 


CO 


CMIOCNCNIOOO-— 

CM 


«/> 

C 

o 

8 

V) 

o 
o 

•4— 

c 

0 

42 

O 

* 

c 

> 

g 

<D 

0 

O 

£ 

£ 

t 
O 

§ 

» 

o 
c 
y 

Q. 


E       <£       += 


0 

a 

0 

Q 


y 

"O 

< 


.1 

§ 

o 

v. 

I 
*° 

.CD 

9- 


I 

I 

c 

■8 

I 

CD 


on 
< 

m 

-a 
ai 

cu 
Z 


a* 

3 


E 

CD 


C 

.2 
< 

CD 

-g 

*— > 


O 

CO 

K 

O    C 


"8 


140 


reports  from  the  Chinese- American  community  forums  indi- 
cated that  insufficient  funding  for  community-based  agencies 
was  the  most  serious  barrier  to  effective  prevention  and  treat- 
ment services.  The  other  major  barriers  include  the  denial  of  the 
existence  of  AOD  problems  and  the  stigma  of  seeking  help. 
Family  counseling  was  recommended  to  promote  better  parent- 
child  communication  and  to  teach  alternative  coping  skills 
(rather  than  turning  to  drugs).  Recreational,  sports,  and  other 
positive  social  activities  were  recommended,  as  were  bilingual 
and  bicultural  youth  counselors,  peer  support  systems  as  alter- 
natives to  gang  involvement,  antismoking  education  campaigns, 
health  education,  and  the  use  of  indigenous  churches  to  help 
reach  out  to  and  educate  the  community. 

The  Japanese- American  community  forums  emphasized  the 
need  to  overcome  the  stigma  of  seeking  help  in  order  to  improve 
service  utilization.  Many  Japanese-American  families  keep 
AODA  problems  hidden.  Another  problem  is  the  lack  of  funding 
to  offer  culturally  sensitive  services  for  prevention  and  treatment. 
The  forums  recommended  information  and  education  as  an  im- 
portant way  to  fight  AODA,  including  outreach  services,  training 
of  bilingual  and  bicultural  professionals,  and  family  counseling. 
Training  children  and  adults  about  the  hazards  of  AOD  was  a  top 
priority. 

The  Korean-American  community  forums  reported  that  a 
lack  of  funding  for  community-based,  culturally  competent  pro- 
grams was  a  major  barrier.  Because  these  types  of  programs  are 
not  available,  Korean  families  are  reluctant  to  come  forward  and 
seek  services  in  existing  mainstream  programs.  These  forums 
also  emphasized  the  critical  need  for  family-oriented  educational 
programs.  They  recommended  that  prevention  programs  make 
parents  aware  of  the  types  of  messages  they  convey  to  men- 
children  in  order  to  keep  Korean  youth  off  drugs.  They  also 
encouraged  establishing  more  programs  for  both  parents  and 
children  in  order  to  promote  both  positive  parent-child  commu- 
nication and  mutual  support  in  dealing  with  personal  problems. 

The  Filipino- American  community  forums  cited  the  stigma 
of  seeking  help,  the  lack  of  bilingual  and  bicultural  personnel  in 
prevention  and  treatment  programs,  the  lack  of  culturally  sensi- 
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tive  services,  the  lack  of  community  programs,  and  insufficient 
agency  funding  as  major  reasons  for  underutilization  of  preven- 
tion and  treatment  services  by  Filipino- Americans.  It  was  empha- 
sized that  bilingual  and  bicultural  staff  are  essential  to  the 
effectiveness  of  prevention  and  treatment  programs.  It  was  sug- 
gested that  more  organizational  involvement  and  leadership 
within  the  Filipino  community  is  necessary  to  address  AODA 
problems.  The  forums  also  stated  that  political  clout  is  vital  in 
order  to  achieve  the  goals  of  implementing  successful  commu- 
nity-based programs.  Drug  education,  outreach,  and  family  in- 
volvement were  also  cited  as  important  factors.  Because  many 
Filipinos  are  recent  irnmigrants,  they  need  more  education  on  the 
hazards  of  AODA  to  modify  the  attitudes  and  habits  they  ac- 
quired in  their  native  country. 

The  Vietnamese- American  community  forums  reported  that 
the  lack  of  bilingual  and  bicultural  staff  in  prevention  and  treat- 
ment programs,  the  lack  of  appropriate  referral  systems,  the  lack 
of  community-based  programs,  and  the  stigma  associated  with 
seeking  help  were  the  major  barriers  to  service  utilization.  In 
addition,  many  Vietnamese  Americans  were  not  aware  of  exist- 
ing services  in  their  communities.  This  lack  of  awareness  is 
largely  due  to  the  differences  between  public  health  systems  in 
Southeast  Asia  and  mainstream  U.S.  programs.  For  example, 
Vietnamese  individuals  who  are  recent  irnmigrants  might  seek 
the  help  of  native  "fortune  tellers"  to  solve  mental  health  prob- 
lems, rather  than  going  to  Western  professional  clinics.  The  fo- 
rums suggested  more  community  education  and  outreach  efforts 
and  making  available  more  prevention  and  treatment  services. 
Vietnamese  children  should  be  provided  positive  alternatives  to 
being  at  home  alone  or  with  their  peers  on  the  streets  while  their 
parents  are  at  work.  Recreational  programs  are  needed  in  the 
community  to  help  provide  positive  leisure  activities  and  to  help 
new  immigrants  adjust  to  mainstream  American  culture. 

The  Cambodian- American  community  forums  reported  that 
the  lack  of  bilingual  and  bicultural  staff,  the  lack  of  community- 
based  prevention  and  treatment  programs,  and  the  lack  of  estab- 
lished referral  systems  were  all  significant  barriers  to  meeting  the 
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service  needs  of  their  community.  Public  health  education  cam- 
paigns were  also  suggested  to  educate  recent  immigrants. 

The  Laotian- American  community  forum  reported  that  the 
lack  of  bilingual  and  bicultural  program  staff,  the  lack  of  cultur- 
ally sensitive  services,  the  lack  of  community-based  programs 
indigenous  to  the  Lao  community,  and  insufficient  agency  fund- 
ing were  major  barriers.  Further,  educational  programs  for  the 
Lao  community  were  recommended,  since  no  drug  abuse  laws 
in  Laos  are  similar  to  those  in  the  United  States. 

The  Hmong- American  community  forum  reported  that  the 
cost  of  treatment  and  transportation  made  many  services  inac- 
cessible. Communication  is  difficult  without  bilingual  and  bicul- 
tural translators.  There  are  insufficient  bilingual  and  bicultural 
services,  and  it  is  estimated  that  a  significant  number  of  individu- 
als are  isolated  and  unable  to  access  AODA  prevention  and 
treatment  services.  Educational  programs  with  bilingual  staff  are 
needed  to  educate  and  assist  the  Hmong  community.  This  popu- 
lation needs  public  health  education  regarding  AODA.  Mainstream 
services  must  have  the  language  capability  and  provide  the  neces- 
sary transportation  in  order  to  meet  the  needs  of  the  Hmong. 

The  Thai- American  community  forum  reported  that  the  most 
significant  barriers  to  service  utilization  were  the  lack  of  bilingual 
and  bicultural  personnel,  the  lack  of  culturally  sensitive  services, 
the  lack  of  available  information  in  the  appropriate  language,  the 
lack  of  transportation,  and  the  lack  of  conveniently  located  facili- 
ties. There  is  also  an  overall  lack  of  public  health  education  and 
information,  family  counseling  and  support  groups,  bilingual 
and  bicultural  agency  staff,  and  linkages  between  community 
service  programs  and  Buddhist  temple  programs.  There  are  cur- 
rently no  specialized  AODA  prevention  programs  targeting  the 
Thai- American  community. 

The  Asian  Pacific  Alcohol  Peer  Consultation  and  Training 
Project  needs  assessment  (Hatanaka  et  al.  1991)  provides  addi- 
tional suggestions  regarding  prevention  strategies.  This  state- 
wide alcohol  needs  assessment  in  California  for  six  Asian  and 
Pacific  Islander  groups  found  that  prevention  strategies  needed 
to  include  more  and  improved  bilingual  outreach  and  educa- 
tional services,  educational  materials  that  included  general  infor- 
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mation,  and  referral  and  health  education  materials.  Outreach  is 
needed  to  each  of  the  six  populations  (i.e.,  Chinese,  Japanese, 
Korean,  Pacific  Islander,  Filipino,  and  Southeast  Asian),  with  an 
emphasis  on  reaching  the  indigenous,  community-based  social 
networks.  Community  leaders,  churches,  temples,  and  schools 
are  often  effective  ways  to  reach  the  respective  communities. 
Because  of  the  desire  to  avoid  "losing  face/'  individual  counsel- 
ing for  at-risk  individuals  can  be  more  effective  than  group 
treatment  approaches.  Close  family  members  should  be  included 
whenever  possible  in  the  treatment  plan.  Southeast  Asian  groups 
in  particular  emphasize  the  importance  of  including  the  imme- 
diate family  in  any  prevention  and  treatment  effort,  because  the 
whole  family  assumes  the  shame  and  guilt  of  an  individual 
member.  It  was  suggested  that  the  media  be  used  as  an  outreach 
tool  to  these  communities.  The  Japanese- American  respondents 
suggested  health-focused  media  efforts  to  get  the  attention  of 
both  American-born  and  foreign-born  Japanese  audiences.  It  is 
presumed  that  the  Japanese  population  is  extremely  health  con- 
scious and  is  interested  in  health-related  issues  such  as  AODA. 
The  Korean  respondents  emphasized  a  media  approach  that  had 
a  strong  shock  value  to  deter  AODA.  For  example,  they  sug- 
gested that  true-to-life  scenes  of  alcohol-related  traffic  crashes  be 
shown  on  30-second  public  service  announcements. 

Finally,  there  is  a  lack  of  bilingual  and  bicultural  educational 
materials  for  Asian  and  Pacific  Islander  populations.  Especially 
lacking  are  materials  targeting  recent  immigrants,  Pacific  Island- 
ers, and  Southeast  Asian  groups.  Specialized  public  health  and 
community  education  is  needed  to  overcome  the  denial  and 
stigma  that  are  major  barriers  to  alcohol  abuse  prevention  and 
treatment.  In  addition,  there  are  too  few  bilingual  and  bicultural 
service  providers  for  these  populations. 

National  Asian  Pacific  American  Families  Against  Substance 
Abuse  (NAP AF ASA)  conducted  a  demonstration  project  to  de- 
scribe promising  AODA  prevention  programs  for  Asian  and 
Pacific  Islander  youth  between  1990  and  1993.  The  project  was 
funded  by  the  Center  for  Substance  Abuse  Prevention  under  the 
Programs  of  National  Significance  demonstration  program.  Over 
the  3  years,  18  existing  programs  were  selected,  visited,  and 


144 


monitored  to  identify  the  elements  that  seem  to  be  effective 
prevention  strategies  (NAPAFASA  1993). 

The  participants  gave  each  of  the  programs  high  ratings  and 
would  recommend  the  programs  to  their  peers.  The  factors  that 
appeared  to  make  the  programs  successful  in  engaging  Asian 
and  Pacific  Islander  youth  and  preventing  AODA  at  least  during 
the  course  of  the  program,  were  the  following: 

•  The  organizations  that  sponsored  the  programs  were  well 
known  to  the  Asian  and  Pacific  Islander  populations;  they 
had  community  credibility  and  were  indigenous  to  the  infra- 
structure of  the  communities  in  which  they  provided  the 
services.  In  most  cases,  the  organizations  that  provided  the 
services  had  served  the  Asian  and  Pacific  Islander  populations 
for  at  least  5  or  10  years  and  in  some  cases  as  long  as  20  years. 

•  The  organizational  management  and  the  project  staff  were, 
in  most  cases,  Asians  and  Pacific  Islanders,  most  of  whom 
were  bilingual  and  bicultural. 

•  While  recruiting  and  maintaining  parent  participation 
was  difficult,  the  parents  of  the  youth  and  the  adults  in 
the  community  were  very  supportive  of  the  agency  and  the 
programs. 

•  The  community  at  large  supported  and  recognized  the 
organizations  as  making  positive  contributions  to 
the  Asian  and  Pacific  Islander  population  as  well  as  to 
the  community  at  large. 

•  The  youth  involved  in  the  programs  were  highly  moti- 
vated and  wanted  to  participate  in  these  various  programs. 
In  one  case,  the  youth  were  actually  paid  a  stipend  for 
being  peer  educators  and  counselors  regarding  AODA  and 
HIV/ AIDS.  However,  all  of  the  other  programs  involved 
youth  who  were  volunteers.  Many  of  the  youth  leaders  who 
were  mentors,  tutors,  and  counselors  were  also  volunteers. 

•  There  was  an  emphasis  on  taking  pride  in  one's  culture, 
ethnicity,  language,  traditions,  holidays,  and  ceremonies, 
as  well  as  on  enhancing  self-esteem.  Many  of  the  activities 
involved  cultural  festivals,  traditional  ceremonies,  ethnic 
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foods,  and  drama,  music,  and  artistic  work  that  related  to 
their  cultures  and  history. 

•  All  of  the  programs  had  a  great  deal  of  group  activity.  The 
members  of  the  groups  were  made  to  feel  accepted,  sup- 
ported, needed,  and  part  of  an  effort  that  was  doing  some- 
thing worthwhile.  Many  of  the  groups  engaged  in  community 
service  activities  for  which  they  were  publicly  recognized  (for 
example,  performances  by  the  "Creative  Images"  group  of  the 
Asian- American  Drug  Abuse  Program,  Los  Angeles). 

•  Cultural  norms,  philosophy,  religion,  and  culturally  based 
values  were  supported  and  reinforced.  As  a  result,  immi- 
grant youth  were  helped  to  adjust  to  mainstream  Ameri- 
can society.  One  program  was  sponsored  by  a  Catholic 
parish  that  was  indigenous  to  the  local  Asian  and  Pacific 
Islander  community. 

•  AODA  prevention  was  presented  within  the  context  of 
related  health  and  social  issues  important  to  youth.  Thus, 
the  programs  were  relatively  comprehensive  in  terms  of 
addressing  the  issues  and  needs  of  youth.  Most  of  the 
programs  collaborated  with  the  schools,  parents,  and  other 
social  institutions  in  the  indigenous  community. 

There  are  a  few  research  studies  regarding  prevention  strate- 
gies for  Asian  and  Pacific  Islander  youth.  Graham  and  colleagues 
(1990)  reported  on  an  evaluation  of  a  program  in  Los  Angeles. 
The  large  sample  of  seventh  graders  participating  in  Project 
SMART  (Self-Management  and  Resistance  Training)  was  stud- 
ied. The  youth  in  the  study  included  Asians,  African  Americans, 
Hispanics,  and  Whites.  The  purpose  of  the  study  was  to  test  the 
efficacy  of  the  social  skills  and  to  affect  management  curriculums 
for  three  cohort  groups  between  1982  and  1985.  The  aim  of  the 
Project  SMART  program  was  to  prevent  or  reduce  the  use  of 
cigarettes,  alcohol,  and  marijuana.  In  short,  the  study  found  that 
there  were  significant  program  effects  for  females,  but  not  for 
males.  There  was  a  significant  program  effect  for  the  "Asian" 
students  (the  specific  Asian  and  Pacific  Islander  groups  were  not 
identified),  a  marginal  effect  for  Hispanics,  and  a  nonsignificant 
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effect  for  African  Americans.  There  was  no  apparent  trend  for 
program  effects  for  White  students. 

Zane  and  Kim  (1994)  reported  on  the  success  of  the  Asian 
Youth  Substance  Abuse  Project  (AYSAP)  in  San  Francisco.  A 
consortium  of  seven  community-based  agencies  collaborated  in 
an  effort  to  prevent  high-risk  youth  from  getting  involved  in 
AODA.  They  drew  on  social  competence,  empowerment,  parent- 
ing skills,  and  community  resource  development  strategies. 
Their  success  was  attributable  to  the  intensive  structure  of  the 
program.  Filipino  youth  participating  in  a  brief  counseling 
program  reported  significant  improvements  in  psychosocial 
functioning,  self-esteem,  and  family  support.  Increases  in  inter- 
personal adjustment  were  also  noted. 

The  AYSAP  project  identified  a  number  of  important  aspects 
of  a  culturally  responsive  prevention  strategy.  First,  it  is  critically 
important  to  link  peer  and  family-oriented  prevention  ap- 
proaches into  the  natural  support  systems  of  specific  Asian  and 
Pacific  Islander  communities.  It  is  also  important  to  structure 
prevention  interventions  so  that  they  complement  this  support 
system.  For  example,  the  Filipino  community  program  provided 
AODA  prevention  and  family  empowerment  interventions 
within  a  religious  context  at  a  Catholic  parish.  Self-disclosure  in 
this  spiritual  setting  made  it  easier  for  individuals  to  overcome 
the  shame  and  stigma  associated  with  revealing  family  problems 
and  AODA.  Although  a  fatalistic  view  of  life  is  dominant  in  Filipino 
culture,  spiritual  practices  are  seen  as  a  culturally  appropriate  way 
of  changing  one's  behavior.  This  prevention  program  capitalized  on 
these  beliefs  to  introduce  alternative  ways  of  dealing  with  family 
problems  that  often  place  youth  at  risk  for  abusing  drugs. 

Second,  the  key  to  empowering  many  Asian  and  Pacific 
Islander  families  involves  providing  immigrant  parents  with  the 
skills  and  mastery  they  need  to  help  their  children  adjust  to 
American  cultural  norms  and  expectations.  For  example,  a  pre- 
vention approach  teaches  parents  their  appropriate  role  in  the 
American  educational  system  and  validates  their  responsibility 
as  parents.  They  are  encouraged  to  deal  effectively  with  the 
educational  system  and  to  see  themselves  as  cultural  experts  who 
are  able  to  enrich  their  children's  lives.  Mass  media  campaigns 
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targeting  the  specific  population  reinforced  antidrug  messages 
and  challenged  the  idea  that  refugees  and  immigrants  are  better 
off  when  they  become  totally  acculturated. 

Third,  the  program  developed  innovative  strategies  to  mini- 
mize shame  and  loss  of  face  among  Asian  and  Pacific  Islander 
families.  For  example,  a  Japanese-American  community  pro- 
gram adopted  a  graduated  approach  to  handling  intergenera- 
tional  conflicts  in  Japanese  families.  In  many  Asian  and  Pacific 
Islander  communities,  intermediaries  are  often  used  to  resolve 
interpersonal  problems.  These  intermediaries  (usually  individu- 
als with  high  status  in  the  community)  are  able  to  address  per- 
sonal problems  without  the  same  degree  of  loss  of  face  family 
members  would  have.  This  approach  recognizes  how  difficult  it 
is  for  Japanese  and  other  Asian  and  Pacific  Islander  family  mem- 
bers to  confront  one  another.  By  recognizing  this  cultural  factor, 
the  project  is  able  to  develop  a  system  using  intermediaries 
(sometimes  staff  workers  of  the  project)  to  bridge  the  communi- 
cation gap  and  resolve  problems. 

Finally,  personalized  community  education  programs  ap- 
pear to  be  more  effective  than  a  generic  mass  media  approach. 
For  example,  a  door-to-door  education  campaign  targeting  the 
Vietnamese  community  was  effective  in  disseminating  informa- 
tion on  the  effects  of  drugs  and  treatment  and  support  services 
available  in  the  community. 

Of  course,  more  prevention  research  and  evaluation  studies 
are  needed  to  identify  the  specific  cultural  variables  and  their 
relationship  to  AODA  prevention  for  each  specific  Asian  and 
Pacific  Islander  population  (Cheung  1989).  Similarly,  further 
research  is  needed  to  determine  how  cultural,  physiological,  and 
psychosocial  variables  interact  to  prevent  AODA. 

Evaluation  of  Outcome  Measures 

There  are  many  important  research  issues  in  terms  of  evaluation 
and  measuring  success  for  ethnic  cultural  groups  such  as  Asian 
and  Pacific  Islanders  (Cheung  1989).  Cheung  emphasizes  that 
ethnic  and  cultural  variables  with  regard  to  AODA  prevention 
need  to  be  researched  in  a  way  that  will  not  only  identify  the 
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differences  in  AODA  patterns  but  also  explain  why  the  differ- 
ences occur.  In  order  to  do  so,  research  must  identify  the  inci- 
dence and  prevalence  among  specific  population  groups  (i.e.,  the 
specific  subpopulations  within  the  Asian  and  Pacific  Islander 
category),  specific  risk  factors,  protective  factors,  and  other  pre- 
vention factors  to  determine  how  specific  aspects  of  ethnicity  and 
culture  interact  to  prevent  AODA.  In  addition,  ethnicity  at  both 
the  individual  level  and  the  collective  level  must  be  analyzed  in 
order  to  have  a  framework  that  will  address  AODA  prevention 
and  treatment  issues  in  a  comprehensive  way. 

Yen  (1992)  offers  several  suggestions  regarding  cultural  com- 
petence for  evaluators  working  with  Asian  and  Pacific  Islander 
populations,  including  analyzing  issues  such  as  age  and  gender, 
language  and  dialects,  effects  of  immigration  or  migration,  class 
and  cultural  differences,  and  heterogeneity  within  the  group.  It 
is  suggested  that  mainstream  research  instruments  be  used  very 
cautiously  with  Asian  and  Pacific  Islander  subjects.  Since  the 
meaning  of  language  is  key  to  the  reliability  and  validity  of 
research  instruments,  it  is  important  to  consider  that  Asian  lan- 
guages are  context  oriented.  Thus,  certain  questions  may  be 
difficult  for  Asian  and  Pacific  Islander  subjects  without  addi- 
tional descriptive,  contextual  material.  Furthermore,  the  self- 
disclosure  of  sensitive  issues  can  be  problematic  because  Asians 
and  Pacific  Islanders  are  concerned  about  loss  of  face  and  may 
give  invalid  responses.  Gaining  access  to  data  and  subjects  is 
another  potential  problem  for  evaluation  designs  for  Asian  and 
Pacific  Islander  populations.  Yen  suggests  that  the  framing  of  the 
evaluation  questions  should  involve  representatives  of  the  com- 
munity. Since  Asian  and  Pacific  Islander  populations,  particu- 
larly specific  subgroups,  may  be  relatively  small  in  number, 
sampling  techniques  may  not  be  possible  or  appropriate.  The 
stereotyping  of  results  based  on  incomplete  data  can  occur,  leading 
to  the  "model  minority"  myth  and  misinterpretation.  For  example, 
what  may  be  considered  the  "underutilization"  of  mainstream 
American  AODA  and  treatment  programs  may  lead  to  the  assump- 
tion that  Asians  and  Pacific  Islanders  have  no  problems.  This  lack  of 
utilization  may  be  due  instead  to  the  lack  of  access  and  the  inappro- 
priateness  of  some  programs  for  this  population. 
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Kim  and  colleagues  (1992)  also  discuss  cultural  competence 
for  evaluators  working  with  Asian  and  Pacific  Islander  popula- 
tions. They  suggest  that  the  process  of  evaluation  can  be  empow- 
ering for  Asian  and  Pacific  Islander  communities.  The  White 
Anglo-American  mainstream  culture  is  quite  different  from  that 
of  Asians  and  Pacific  Islanders.  The  authors  also  review  a  number 
of  conceptual  approaches  to  understanding  evaluation  and  re- 
search regarding  the  patterns  of  AOD  use  and  abuse  by  Asians 
and  Pacific  Islanders.  These  conceptual  approaches  include  the 
cultural  content  approach,  acculturation  theory,  orthogonal  cul- 
tural identification  theory,  cultural  conflict  approaches,  and  al- 
ienation and  identity  conflict.  Kim  and  colleagues  (1992)  also 
suggest  a  minority  service  success  rate  formula  as  a  way  to 
estimate  the  degree  to  which  a  program  serves  a  particular  target 
population.  They  suggest  that  a  culturally  competent  prevention 
agency  would  conduct  a  needs  assessment,  training  to  enhance 
cultural  competence  of  its  staff  and  board  members,  provide  a 
staffing  pattern  that  has  sufficient  bilingual  and  bicultural  staff 
and  board,  and  examine  the  performance  of  the  agency  in  terms 
of  its  relationship  to  Asian  and  Pacific  Islander  populations, 
culture,  and  community  institutions. 

Classroom  Exercises 

A  classroom  evaluation  exercise  should  be  as  experiential  as 
possible.  Before  the  exercise,  the  class  should  be  divided  into 
small  teams  to  go  into  the  local  community  and  identify  Asian 
and  Pacific  Islander  populations  and  service  programs.  Assum- 
ing that  there  are  a  reasonable  number  of  Asians  and  Pacific 
Islanders  living  in  the  local  community,  the  teams  should  engage 
in  an  effort  to  establish  a  relationship  with  community  repre- 
sentatives to  discuss  real  program  evaluation  issues.  On  the  basis 
of  these  initial  discussions,  plans  for  a  needs  assessment  (which 
may  include  etiological,  epidemiological,  and  ethnographic  data 
collection)  should  be  developed  as  a  classroom  exercise.  A  second 
exercise  can  involve  an  existing  service  program.  The  class 
should  develop  a  plan  for  community  residents  and  student 
teams  to  evaluate  an  existing  program.  If  possible,  this  program 
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should  be  one  that  serves  Asians  and  Pacific  Islanders.  Agency 
representatives  can  be  interviewed  to  discuss  their  goals  and 
objectives  regarding  services  to  Asians  and  Pacific  Islanders,  how 
their  own  goals  and  objectives  are  evaluated,  and  their  level  of 
success.  Asian  and  Pacific  Islander  community  representatives 
should  also  be  interviewed  to  compare  their  perceptions  of  the 
agency's  services  with  that  of  the  agency  representatives. 
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Introduction 

The  persistence  of  alcohol  and  other  drug  (AOD)  abuse  in  the 
United  States  affects  the  quality  of  life  of  many  Americans.  AOD 
abuse  is  a  chronic  problem  that  contributes  to  death,  disease,  and 
disability.  Statistics  from  Healthy  People  2000:  National  Health 
Promotion  and  Disease  Prevention  Objectives  (Public  Health  Service 
1991)  depict  the  magnitude  of  AOD  abuse  problems  in  this  country: 

•  Approximately  two-thirds  of  Americans  drink  occasion- 
ally and,  of  these,  18  million  experience  problems  as  a 
result  of  alcohol  use. 

•  More  than  half  of  all  fatal  motor  vehicle  crashes  among 
people  ages  15  through  24  involve  alcohol. 

•  Tobacco  accounts  for  more  than  one  of  every  six  deaths  in 
the  United  States. 

•  Smoking  is  responsible  for  21  percent  of  all  coronary  heart 
disease  deaths,  87  percent  of  lung  cancer  deaths,  and 
30  percent  of  all  cancer  deaths. 

•  An  estimated  1-3  million  Americans  use  cocaine  regularly 
and  900,000  use  injectable  drugs. 

•  Maternal  drug  use  contributes  to  increasing  numbers  of 
drug-exposed  babies,  375,000  cases  per  year. 

These  problems  posed  by  AOD  abuse  are  associated  with  a 
host  of  other  social  problems,  such  as  low  income,  low  educa- 
tional achievement,  unemployment,  poor  housing,  and  violent 
crime. 

The  disturbing  effects  of  AOD  abuse  in  the  United  States  are 
amplified  for  an  ethnic/racial  population  such  as  Pacific  Island- 
ers. While  small  population  census  size  and  the  lack  of  a  compre- 
hensive national  data  set  preclude  accurate  statistical  projections 
for  Pacific  Islanders,  there  is  a  growing  body  of  descriptive  and 
preliminary  data  that  document  high  rates  of  AOD  abuse  among 
this  population.  This  evidence  suggests  that  Pacific  Islanders 
experience  problems  related  to  alcohol,  tobacco,  marijuana,  and 
cocaine.  Newly  emerging  national  statistics  on  the  decline  of 
alcohol,  tobacco,  and  illicit  drug  use  among  the  American  popu- 
lation (New  York  Times  1994;  Public  Health  Service  1991)  may 
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not  accurately  reflect  the  circumstances  of  Pacific  Islanders  and 
need  to  be  cautiously  interpreted. 

An  array  of  sociodemographic  characteristics  illustrates  the 
vulnerability  of  this  population  to  AOD  abuse.  Comprising  ap- 
proximately 0.1  percent  (365,024)  of  the  total  U.S.  population 
(249  million)  (Bureau  of  the  Census  1991e,  1993),  Pacific  Islanders 
are  a  relatively  young  population  with  low  income  and  low 
educational  attainment.  The  1990  Census  reports  that  the  average 
age  of  Pacific  Islanders  is  25  years,  as  compared  with  33  years  for 
the  total  U.S.  population.  The  per  capita  income  for  Pacific  Island- 
ers ($10,342)  was  lower  than  for  the  total  U.S.  population 
($14,143)  because  of  larger  family  size;  17  percent  of  Pacific  Is- 
landers lived  below  the  poverty  line  in  1990,  with  Samoans  and 
Tongans  having  the  highest  poverty  rates,  26  percent  and  23  per- 
cent, respectively.  Only  11  percent  of  Pacific  Islanders  completed 
college,  compared  with  20  percent  of  the  total  U.S.  population. 

This  chapter  reviews  the  significance  of  AOD  abuse  in  the 
Pacific  Islander  population.  It  is  intended  to  encourage  social 
workers'  thinking  on  how  to  address  AOD  abuse  among  Pacific 
Islanders.  It  also  seeks  to  provide  information  to  enable  social 
workers  to  address  AOD  abuse  problems  in  a  culturally  respon- 
sive manner.  This  chapter  aims  to  achieve  the  following: 

•  Provide  a  perspective  that  will  enhance  social  workers' 
abilities  to  conceive  and  conduct  culturally  competent  prac- 
tice with  Pacific  Islanders  who  have  AOD  abuse  problems. 

•  Present  a  body  of  knowledge,  skills,  and  values  that  exam- 
ines the  etiology,  characteristics,  and  prevention  of  AOD 
abuse  among  Pacific  Islanders. 

•  Complement  the  National  Association  of  Social  Workers' 
Curriculum  Modules  on  AOD  abuse  in  BSW/MSW 
Programs. 

The  major  sections  of  this  chapter  include  (1)  a  population 
description,  with  an  emphasis  on  history  and  cultural  charac- 
teristics, (2)  an  analysis  of  the  extent  of  the  problem,  and  (3)  sug- 
gested prevention  strategies.  Two  classroom  exercises,  a 
bibliography,  and  recommended  readings  are  included  as  addi- 
tional curriculum  resources. 
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Population  Description 

Pacific  Islander  Americans  are  a  distinctive  people  from  the 
islands  in  a  geographical  triangle  known  as  Polynesia,  Microne- 
sia, and  Melanesia.  Hawaiians  (211,014),  Samoans  (62,964),  and 
Tongans  (17,606)  make  up  the  largest  Polynesian  groups; 
Chamorros  or  Guamanians  (49,345),  the  largest  Micronesian 
group;  and  Fijians  (7,195),  the  largest  Melanesian  group  (Bureau 
of  the  Census  1993).  Other  small  groups  of  Pacific  Islanders  in  the 
United  States  include  Tahitians,  Mariana  Islanders,  Marshall 
Islanders,  and  Palauans.  Approximately  13  percent  of  Pacific 
Islanders  are  foreign  born  (including  Hawaiians  born  on  the 
islands  of  the  State  of  Hawaii).  Seventy-five  percent  of  Pacific 
Islanders  live  in  Hawaii  and  California.  The  largest  group,  Ha- 
waiians, live  in  Hawaii  and  make  up  13  percent  (138,742)  of  the 
total  State  population  of  1,108,229  (Asian /Pacific  Islander  Data 
Consortium  1992). 

In  addition  to  Pacific  Islander  Americans,  Pacific  Islanders 
reside  in  indigenous  island  homelands  that  are  politically  affili- 
ated with  the  United  States.  There  is  great  diversity  among  the 
Pacific  Islanders  residing  in  U.S.-associated  jurisdictions  such  as 
American  Samoa  (46,773),  Guam  (133,152),  the  Federated  States 
of  Micronesia  (101,108),  the  Republic  of  the  Marshall  Islands 
(46,020),  the  Commonwealth  of  the  Northern  Mariana  Islands 
(43,345),  and  the  Republic  of  Palau  (15,122)  (Bureau  of  the  Census 
1991a,  1991b,  1991c,  1991*  University  of  Hawaii  School  of  Public 
Health  1991).  The  American  public  has  little  awareness  of  or 
information  about  these  Pacific  Islanders,  who  have  low  visibility 
and  relatively  small  numbers,  yet  the  influence  of  American 
culture  on  these  islands  is  pervasive. 

History 

Historical  insight  into  Pacific  Islander  groups  provides  back- 
ground information  relevant  to  understanding  AOD  abuse 
among  this  population  and  may  inspire  resolutions  addressing 
addiction.  Alcohol  and  other  drug  use  among  Pacific  Islanders  is 
interlocked  with  multiple  psychosocial  problems  that  have 
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origins  in  cultural  norms  and  patterns  marked  by  historical 
events.  Kim  and  colleagues  (1992)  identify  two  models  that  are 
useful  for  explaining  AOD  abuse  among  Pacific  Islanders:  (1)  cul- 
tural content  and  (2)  cultural  conflict  (in  Mokuau,  in  press  c). 

The  cultural  content  model  stipulates  that  variations  in  AOD 
abuse  behaviors  might  be  explained  by  the  different  cultural 
norms  and  patterns  that  govern  a  group.  For  example,  before  the 
arrival  of  westerners  to  Hawaii  in  1778,  there  is  evidence  that 
'awa  (an  addictive  plant)  drinking  was  acceptable  and  occurred 
among  the  chiefs  and  the  priests  for  medicinal  and  religious 
purposes  (Alama  and  Whitney  1990).  Excessive  drinking  of  'awa 
may  have  occurred,  but  the  general  population  was  not  aware  of 
it.  Alama  and  Whitney  state  that  the  introduction  of  alcohol, 
particularly  rum  and  gin,  by  sailors  and  merchants  after  1778  met 
with  some  regulation,  but  generally  alcohol  became  readily  avail- 
able as  a  recreational  drink  for  all  Hawaiians.  They  suggest  that 
liquor  began  to  merge  with  food  into  the  cultural  domain  of 
hospitality.  The  growing  acceptance  of  alcohol  in  the  Hawaiian 
community  perpetuated  stereotypes  of  Hawaiian  men  as  eco- 
nomically and  politically  marginal  and  Hawaiian  women  as  sexu- 
ally loose.  The  influence  of  history  is  reflected  in  patterns  of  drinking 
by  many  Hawaiian  men  in  the  1990's,  among  whom  drinking  is 
typically  associated  with  relaxation,  food,  and  hospitality. 

The  cultural  conflict  model  suggests  that  AOD  abuse  may  be 
influenced  by  circumstances  in  immigration  history.  This  model 
indicates  that  the  experience  of  immigration  can  generate  a  vari- 
ety of  situational  high-risk  factors,  such  as  family  conflicts  and 
generational  gaps,  and  that  these  factors  may  contribute  to  AOD 
abuse  (Kim  et  al.  1992).  An  illustration  of  the  cultural  conflict 
model  can  be  seen  in  the  adjustment  of  Samoans  to  American 
culture.  The  migration  of  Samoans  from  American  Samoa  to  the 
United  States  started  in  the  1950's.  It  is  attributed  to  the  transfer 
of  naval  personnel,  increased  educational  and  employment  op- 
portunities in  the  United  States,  and  a  concomitant  decline  in 
opportunities  in  American  Samoa  (Department  of  Mental  Health 
1981).  Moving  to  a  different  country  can  create  an  array  of  adjust- 
ment difficulties,  particularly  when  the  value  system  of  the  host 
country  is  different  from  that  of  the  original  culture.  For  example, 
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generational  conflicts  exist  between  older  Samoans  who  wish  to 
retain  cultural  traditions  and  younger  Samoans  who  struggle 
to  fit  into  American  society.  One  traditional  Samoan  value, 
fa'alavelave,  urges  providing  support  (typically  financial)  to 
family  members  at  important  events  such  as  christenings,  birth- 
days, funerals,  and  church  celebrations  (Calkins  1962;  Franco 
1985).  When  Samoans  immigrate  to  the  United  States,  they  may 
experience  high  unemployment  and  poverty,  and  younger  Sa- 
moan families  may  find  it  difficult  to  send  financial  contributions 
to  family  members  back  in  American  Samoa  as  well  as  in  the 
United  States.  Generational  conflict  may  occur  for  those  younger 
members  who  may  not  be  able  to  embrace  a  tradition  that  then- 
parents  and  elders  cherish. 

The  cultural  conflict  model  assumes  a  slightly  different  twist 
for  Pacific  Islanders  residing  in  their  own  island  homelands. 
Typically,  conflict  becomes  evident  when  a  population  migrates 
to  a  host  country  and  finds  it  necessary  to  change  indigenous 
values  to  adapt  to  the  host  country.  However,  with  Pacific  Island- 
ers in  U.S.-associated  jurisdictions,  conflict  occurs  at  home  as  the 
islanders  adjust  to  Western  norms  and  values.  Residents  of  the 
host  island  nations  find  themselves  adjusting  to  values  and 
norms  of  American  culture  that  are  often  divergent  from  their 
indigenous  ways.  For  example,  Chamorros  who  live  in  Guam 
and  the  Mariana  Islands,  Trukese  who  live  in  Truk,  and  Palauans 
who  live  in  Palau  experience  a  breakdown  of  indigenous  cultures 
after  Western  contact  (Hezel  1985;  Polloi  1985;  Untalan  1991). 
Much  of  the  "maladjustment"  manifests  itself  in  AOD-using 
behavior  patterns  (Marshall  1979;  Whitney  and  Hanipale  1991). 

Cultural  Characteristics 

In  the  same  way  that  historical  data  provide  information  about 
the  context  of  AOD  abuse,  cultural  knowledge  enhances  under- 
standing of  a  population's  perceptions  of  life  and  preferred  reso- 
lutions to  problems.  Specific  populations  such  as  Pacific 
Islanders  may  need  targeted  efforts  in  dealing  with  AOD  abuse, 
and  such  efforts  require  understanding  cultural  characteristics 
and  themes. 
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Pacific  Islanders  are  a  heterogenous  population.  They  may  be 
indigenous  to  islands  that  are  part  of  the  United  States,  as  are 
Hawaiians;  or  they  may  have  immigrated  to  the  United  States 
from  Pacific  Islands  as  nationals  (Samoans)  or  citizens  (Chamor- 
ros/Guamanians)  (Bureau  of  the  Census  1993);  or  they  may 
reside  in  their  Pacific  homelands  and  be  affiliated  with  the  United 
States  through  territories  (Samoans;  Chamorros/Guamanians), 
commonwealths  (Northern  Mariana  Islanders),  or  free  associa- 
tion (Palauans)  (Honolulu  Star  Bulletin  1994).  Twenty-five  per- 
cent of  Pacific  Islanders  speak  a  language  other  than  English  at 
home,  with  Tongans  (72  percent)  and  Samoans  (64  percent)  hav- 
ing the  highest  proportion  of  non-English  speakers,  and  Hawai- 
ians having  the  lowest  (8  percent)  (Bureau  of  the  Census  1993). 
English-language  capability  hints  at  acculturation  level:  Pacific 
Islanders  who  speak  their  native  languages  may  be  less  accultur- 
ated  than  Pacific  Islanders  who  use  English  as  their  first  lan- 
guage. Hypothetically,  lower  levels  of  acculturation  may  be 
associated  with  less  education  and  lower  socioeconomic  status. 

There  is  broad  variation  in  the  degree  to  which  individuals 
subscribe  to  cultural  traditions;  however,  within  the  diversity  of 
Pacific  Islanders,  some  common  cultural  themes  exist.  One  theme 
is  the  value  of  the  collective,  which  is  often  manifested  in  the 
relationships  of  the  spiritual  world,  community,  and  the  family. 
"The  subjective  relationships  that  dominate  the  Polynesian  psy- 
che are  with  all  nature,  in  its  totality"  (Handy  et  al.  1977). 

For  example,  dominant  values  and  behavioral  norms  in  tra- 
ditional Samoan  culture  focus  on  the  family,  communal  relation- 
ships, and  the  church  (Mokuau  and  Chang  1991).  The  well-being 
of  the  collective  takes  precedence  over  that  of  the  individual,  and 
values  of  reciprocity,  cooperation,  and  interdependence  bond  the 
person  with  the  greater  power  of  relationships.  In  their  tradi- 
tional agrarian  culture,  Samoans  work  as  a  communal  unit  and 
subsist  on  foods  provided  by  the  land  and  sea,  seeking  to  live  in 
a  manner  harmonious  with  nature. 

In  traditional  Hawaiian  culture,  the  people  place  great  em- 
phasis on  relationships  as  reflected  in  genealogy.  Wakea  (Father 
Sky)  and  Papa  (Mother  Earth)  are  "the  first  parents  of  human  life 
on  earth  as  they  are  of  plant  life  that  springs  living  from  earth 
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under  the  influence  of  sun  and  rain  from  heaven  and  of  animal 
life  that  feeds  upon  it"  (Beckwith  1981).  "Conceived  in  this  way, 
the  genealogy  of  the  Land,  the  Gods,  Chiefs,  and  people  inter- 
twine with  one  another,  and  with  all  the  myriad  aspects  of  the 
universe"  (Kame'eleihiwa  1992).  It  is  believed  that  all  things 
come  from  this  one  source.  The  holistic  worldview  is  that  spirits, 
nature,  and  people  are  all  related  and  that  the  oneness  of  all  things 
is  "a  part  of  natural  consciousness"  (Handy  et  al.  1977). 

A  second  theme  in  Pacific  Islanders'  holistic  worldview  of 
relationships  pertains  to  the  resolution  of  problems.  Cultural 
characteristics  among  Pacific  Islanders  suggest  that  problems  are 
resolved  through  the  interaction  of  relationships,  whether  the 
engaging  parties  are  human-to-human,  human-to-animal,  or  hu- 
man-to-vegetable. In  Hawaiian  culture,  the  relationship  of  per- 
sons and  families  to  animals  and  plants  was  predicated  on  the 
belief  that  such  natural  phenomena  were  forms  of  primordial 
gods,  historical  migrants,  or  ancestors  who  became  elevated  to 
the  rank  of  gods  (Handy  et  al.  1977).  Thus,  in  old  Hawaii — as  well 
as  in  modern  times — it  was  not  unusual  to  hear  of  a  Hawaiian 
who  "spoke"  to  animals  and  plants  that  were  spiritually  empow- 
ered. A  Hawaiian  man  who  is  having  difficulties  with  his  daugh- 
ter may  consult  with  his  family  god,  the  lizard  {mo' 6),  to  learn 
ways  to  improve  the  relationship.  In  respecting  the  reciprocity  of 
relationships,  a  Hawaiian  may  talk  to  plants  and  trees  before 
picking  their  flowers,  asking  permission  before  taking  them,  and 
always  leaving  an  offering  when  taking  something  of  signifi- 
cance— replenishing  and  nourishing  the  earth  in  return  (Dudley 
1990).  Thus,  the  centrality  of  spirituality  is  evident  in  Hawaiian 
culture. 

Human-to-human  forms  of  problem  resolution  in  Hawaiian 
culture  include  traditions  known  as  kukakuka  (talking  confer- 
ence), ho'oponopono  (family-centered  approach),  and  lomilomi 
(massage).  Kukakuka  and  ho'oponopono  are  the  gathering  of  people 
to  discuss  an  issue  respectfully  and  completely  to  resolve  it.  These 
discussions  have  protocol  and  procedures,  which  are  always 
guided  by  spiritual  beliefs.  Lomilomi  is  a  form  of  easing  problems 
from  the  body  through  massage — again,  with  a  belief  that  the 
process  is  guided  by  spirituality. 


165 


A  third  theme  of  cultural  relevance  for  Pacific  Islanders  re- 
lates to  self-empowerment.  As  indigenous  peoples,  Pacific  Is- 
landers are  part  of  a  larger  movement  of  indigenous  populations 
worldwide  who  are  mobilizing  to  protect  biological  diversity, 
cultural  survival,  and  indigenous  homelands  (Durning  1993). 
The  sovereign  nation  movement  of  Hawaiians  is  an  assertion  and 
renewal  of  Hawaiian  independence  and  pride  (Alexander  1990; 
Blaisdell  1992;  Ka  Mana  O  Ka  'Aina  1990),  with  a  variety  of 
models  being  proposed  (Dudley  and  Agard  1990;  Ramirez  1993). 
The  Micronesian  island  of  Palau  demonstrates  the  efforts  of 
Pacific  peoples  to  gain  independence.  After  10  years  of  negotia- 
tion, recent  discussions  between  the  United  States  and  Palau  have 
resulted  in  a  compact  of  "free  association"  (Honolulu  Star  Bulle- 
tin 1994).  Under  the  compact's  terms,  Palau  will  no  longer  be 
under  trusteeship  of  the  United  States  and  will  become  an  inde- 
pendent nation,  with  continued  defense  and  support  from  the 
United  States  for  50  years.  The  compact  provides  for  Palau7 s 
self-rule,  determination  of  its  future,  and  eventual  total  inde- 
pendence. 

Extent  of  the  Problem 

An  accurate  assessment  of  the  prevalence  of  AOD  abuse  among 
Pacific  Islanders  is  impossible  because  of  the  current  method  of 
national  statistical  reporting.  Many  Federal  and  State  agencies 
present  demographic  and  public  health  data  for  the  category  of 
"Asians  and  Pacific  Islanders,"  combining  two  groups,  Asian 
Americans  and  Pacific  Islander  Americans.  Such  reporting  com- 
bines information  on  both  groups  and  thereby  prevents  any 
reliable  understanding  of  the  extent  of  problems  among  either 
Asian  Americans  or  Pacific  Islander  Americans.  In  those  cases 
that  identify  the  two  populations  separately,  many  statistical 
agencies  neglect  to  present  data  on  Pacific  Islanders  by  different 
ethnicities  such  as  Hawaiian,  Samoan,  and  Guamanian  or 
Chamorro.  Despite  the  difficulties  of  statistical  reporting,  some 
information  is  available  from  the  States  of  Hawaii  and  California, 
which  have  high  Pacific  Islander  populations.  Some  information 
is  also  available  on  Pacific  Island  populations  residing  in  their 
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island  homelands.  However,  this  information  is  descriptive, 
often  anecdotal,  and  tends  to  focus  on  specific  groups,  such  as 
Hawaiians. 

Hawaiians 

Accumulated  information  indicates  that  Hawaiians  in  Hawaii 
experience  serious  problems  with  alcohol,  tobacco,  and  illicit 
drugs.  In  a  statewide  survey  focusing  on  health  risk  factors  such 
as  alcohol  use  and  abuse,  cigarette  smoking,  and  drinking  and 
driving,  results  indicate  that  Hawaiians  consume  alcohol  and 
smoke  cigarettes  at  higher  rates  than  other  populations  in  Hawaii 
(Department  of  Health  1994).  Populations  compared  included 
whites,  Filipinos,  Hawaiians,  Japanese,  and  "other." 

Alcohol 

The  survey  showed  that  Hawaiians  had  the  highest  percentage 
of  binge  drinking  (five  or  more  drinks  on  an  occasion,  one  or 
more  times  in  a  month)  and  chronic  drinking  (60  or  more  drinks 
during  the  last  month).  Other  risk  factors  associated  with  drink- 
ing are  smoking  and  driving  under  the  influence  (DUI)  of  alcohol. 
High  rates  of  drinking  persist,  even  though  Hawaiians  appear  to 
recognize  the  problems  attendant  with  alcohol  consumption, 
such  as  "losing  control,"  "fighting,"  "passing  out,"  and  "not 
remembering"  (Kamehameha  Schools  /Bishop  Estate  1994). 

Previous  studies  comparing  Hawaiians  to  other  ethnic 
groups  in  Hawaii  confirm  contemporary  trends  and  draw  special 
implications  for  health.  Several  studies  revealed  that  alcohol 
consumption  among  Hawaiians  and  Whites  was  higher  than 
among  Japanese,  Chinese,  and  Filipinos  (Ahern  1989;  Austin  et 
al.  1989;  Marchand  et  al.  1989;  Schwitters  et  al.  1982).  In  one 
multicultural  survey  in  Hawaii,  Marchand  and  colleagues  (1989) 
noted  that  alcohol  consumption  among  Hawaiians  was  higher 
for  males  and  the  drink  of  choice  was  beer.  The  authors  note  that 
the  incidence  rate  of  esophageal  cancer  is  much  higher  among 
Hawaiians  than  Whites  (whose  drinks  of  choice  were  wine  and 
spirits)  and  imply  that  beer  may  have  a  specific  role  in  the 
etiology  of  this  type  of  cancer. 
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Alcohol  use  among  Hawaiian  youth  also  is  higher  than 
among  other  ethnic  groups.  Hawaiian  youth  ranked  the  highest 
when  alcohol  consumption  among  all  ethnic  youth  declined  from 
1987  to  1989,  as  well  as  when  it  showed  a  slight  increase  between 
1989  and  1991  (State  of  Hawaii  Department  of  Education,  in 
Kamehameha  Schools  /Bishop  Estate  1993c).  Even  though  the 
legal  age  for  drinking  in  the  State  of  Hawaii  is  21,  alcoholic 
beverages  such  as  beer  are  accessible  and  readily  available  to 
youth. 

Polynesian  drinking  has  been  linked  with  cultural  considera- 
tions emphasizing  affiliation,  rest,  and  celebration.  One  particu- 
lar phenomena  relates  to  pau  hana  (after-work)  drinking,  an  event 
in  which  people  (typically  men)  gather  at  job  sites,  at  each  other's 
homes,  or  at  bars,  to  relax  after  a  day's  work.  Drinking  is  always 
accompanied  by  food  substantial  enough  for  an  entire  meal  (e.g., 
raw  fish,  seaweed,  rice,  noodles,  meat);  typically,  the  men  make 
informal  food  assignments.  There  is  a  sense  of  relaxation,  cama- 
raderie, and  bonding. 

In  another  cultural  example,  Hawaiian  male  youths  and 
young  adults  in  rural  communities  will  spend  weekends  drink- 
ing beer  with  friends  at  beaches  or  parks.  The  highlight  of  getting 
together  is  to  drink  and  "talk  story."  Talk  story  is  a  cultural  form 
of  communication  that  "is  very  personal  and  nonconfrontive. .  . . 
It  is  conducted  within  a  storytelling  context  to  preserve  the 
integrity  of  relationships"  (Paglinawan  1983). 

Smoking  and  Other  Drugs 

Hawaiians  have  the  highest  rate  of  "current  regular"  smokers  in 
Hawaii,  that  is,  those  who  have  smoked  100  cigarettes  and  smoke 
regularly  now  (Department  of  Health  1992).  Eighty-five  percent 
of  all  lung  cancer  cases  in  Hawaii  are  caused  by  cigarette  smoking 
(Department  of  Health  1992),  and  Hawaiians  have  the  highest 
incidence  and  mortality  rates  for  lung  cancer  in  the  State  (Papa 
Ola  Lokahi  1992).  Both  men  and  women  smoke  heavily. 

Three  surveys  indicate  that  Hawaiian  adults  and  youth  have 
higher  rates  of  illicit  drug  use  than  other  ethnic  groups. 
McLaughlin  and  colleagues  (1987)  found  that  Hawaiian  and 
White  adults  use  drugs  such  as  barbiturates,  marijuana,  hashish, 
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inhalants,  LSD,  PCP,  amphetamines,  cocaine,  methadone,  her- 
oin, and  painkillers  at  higher  rates  than  Japanese,  Chinese,  and 
Filipino  populations.  Chandler  and  Kassebaum  (1991)  found  that 
Hawaiians  in  the  prison  system  use  marijuana  as  the  drug  of 
choice,  although  the  pattern  of  use  more  frequently  indicated 
multiple  drug  use.  Finally,  in  a  survey  of  high  school  students  in 
Hawaii,  Anderson  and  Deck  found  that  Hawaiian  and  White 
students  had  the  highest  levels  of  drug  use  (Austin  et  al.  1989). 

Other  Pacific  Islanders 

The  extent  of  AOD  abuse  among  other  Pacific  Islander  popula- 
tions in  the  United  States  is  unknown.  However,  the  limited  data 
available  suggest  that  the  second-largest  Pacific  Islander  popula- 
tion in  the  country,  Samoans,  also  experiences  AOD  problems.  A 
statewide  survey  designed  to  track  AOD  abuse  among  multieth- 
nic populations  in  Hawaii  revealed  that  Samoans,  Hawaiians, 
Portuguese,  and  Koreans  were  at  high  risk  for  abusing  alcohol, 
marijuana,  tobacco,  and  other  drugs  (Plead well  1992).  Another 
report  suggests  that  problems  of  AOD  abuse,  particularly  use  of 
marijuana  and  crack  cocaine,  are  also  evident  among  Samoans  in 
California  (Lindo  1989).  In  American  Samoa,  alcohol,  primarily 
beer,  is  consumed  in  large  quantities.  One  estimate  suggests  that 
in  1986  over  100,000  gallons  of  beer  were  sold  in  the  territory  of 
American  Samoa — nearly  22  gallons  per  capita  (Keener,  in  Whit- 
ney and  Hanipale  1991). 

Documentation  indicates  that  drinking  alcohol  is  a  growing 
problem  among  certain  Pacific  Islander  populations  who  live  in 
their  island  homelands.  For  example,  on  several  Micronesian 
islands  (such  as  Truk,  Yap,  and  Palau)  drinking  alcohol  has  been 
incorporated  into  community  life.  Defined  as  a  substance  that 
leads  to  temporary  insanity,  alcohol  is  acceptable  among  men, 
who  can  be  wild  and  irresponsible,  but  is  not  acceptable  among 
women,  who  need  to  care  for  the  family  and  be  responsible 
(Marshall  1979): 

Drinking  often  and  with  abandon  is  highly  valued  among  young 
men  in  Truk;  not  to  drink  is  negatively  valued  .  .  .  because 
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abstinence  indicates  unwillingness  to  face  risks,  to  play  the 
game  of  death,  to  be  macho. 

Women  and  alcohol  are  not  allowed  to  mix  in  Truk . . .  women 
are  responsible  first  and  foremost  for  home  and  hearth.  They 
tend  children,  cook  the  food,  wash  the  dishes  and  the  laundry, 
gather  firewood,  and  perform  myriad  other  jobs  of  utmost 
importance  to  the  basic  maintenance  of  the  family. . . .  Were  a 
woman  to  go  out  drinking  .  .  .  and  become  "irresponsible, " 
what  would  become  of  all  these  essential  duties? 

Linkage  of  AOD  Abuse  With  Crime  and 
Acquired  Immune  Deficiency  Syndrome 

The  extent  of  AOD  abuse  problems  among  Pacific  Islanders 
might  be  further  illustrated  by  examining  crime  reports  on  sub- 
stances and  the  incidence  of  Acquired  Immunodeficiency  Syn- 
drome (AIDS).  Research  shows  a  strong  association  between 
crime  and  AOD  abuse  (Ichiho  et  al.  1990),  whether  the  crime  is 
against  persons  or  property.  Information  on  crime,  related  to 
specific  substances,  provides  a  picture  of  the  involvement  of 
Pacific  Islanders  with  drugs.  There  is  also  some  information 
about  the  link  between  AOD  and  AIDS  (Mokuau,  in  press  a),  and 
a  study  of  AIDS  among  Pacific  Islanders  may  be  instructive  in 
understanding  related  problems  confronting  this  population. 

Crime 

In  reviewing  arrest  records  in  Hawaii  for  adults  by  race  and  drug 
offense  (two  categories:  manufacture/ sale  and  possession),  it 
was  noted  that  Hawaiians  and  Samoans  rank  high  in  crimes 
related  to  substances  (Crime  Prevention  Division  1994).  Reports 
on  the  sale  and  possession  of  illicit  drugs,  however,  indicate 
slightly  different  patterns  for  Hawaiian  and  Samoan  adults. 
When  comparing  10  ethnic  groups  (White,  Black,  Indian,  Chi- 
nese, Japanese,  Filipino,  Hawaiian,  Korean,  Samoan,  other),  Ha- 
waiians rank  second  to  Whites  for  both  the  manufacture  /sale  and 
possession  of  opium  or  cocaine  and  marijuana.  Samoans  rank 
third  for  the  manufacture /sale  and  possession  of  opium  or  co- 
caine, but  rank  seventh  for  the  manufacture/ sale  and  possession 
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of  marijuana.  The  greatest  number  of  arrests  in  these  categories 
for  adults  was  for  the  possession  of  opium  or  cocaine. 

The  arrest  records  for  youth  by  race  and  offenses  show  simi- 
lar trends.  White,  Hawaiian,  and  Samoan  youth  manufac- 
ture/sell opium  or  cocaine  at  equally  high  levels;  Whites  and 
Hawaiians  have  comparable  arrest  rates  for  the  manufac- 
ture/sale of  marijuana;  and  Hawaiians  and  Whites  have  the 
highest  arrest  rates  for  the  possession  of  marijuana.  The  greatest 
number  of  arrests  in  these  categories  for  juveniles  was  for  the 
possession  of  marijuana. 

As  might  be  expected,  DUI  offenses  are  also  notable  for  these 
populations.  Although  there  were  many  more  White  adults  and 
youth  arrested  for  drunk-driving  offenses,  Hawaiian  adults 
and  youth  ranked  second  to  Whites.  Samoan  adults  ranked 
sixth,  and  Samoan  youth  ranked  third. 

HIV/AIDS 

The  human  immunodeficiency  virus  (HIV)  and  AIDS  are  newly 
emerging  health  problems  in  the  Hawaiian  community.  In  1994, 
of  the  total  AIDS  cases  in  Hawaii  (1,393),  326  were  persons  of 
Asian  and  Pacific  Islander  ancestry;  of  those  cases,  136  were 
Hawaiians  and  7  were  Samoans  and  Chamorros  (Department  of 
Health  1994).  AIDS  statistics  for  Hawaiians  and  other  Pacific 
Islanders  may  not  generate  immediate  alarm;  however,  when 
combined  with  other  information,  there  is  cause  for  concern 
(Mokuau  and  Kau  1992).  For  example,  in  addition  to  increasing 
rates  of  substance  abuse,  Pacific  Islanders'  high-risk  factors  for 
susceptibility  to  HIV  may  include  high  teenage  pregnancy  rates 
and  low  participation  in  health  and  education  programs. 

Suggested  Prevention  Strategies 

Prevention  efforts  designed  to  be  culturally  competent  are  predi- 
cated on  understanding  AOD  abuse  in  the  context  of  the  culture 
of  the  targeted  group.  General  solutions  cannot  always  be  used 
to  solve  specific  problems  (Public  Health  Service  1991),  and  it  is 
important  to  devise  prevention  strategies  that  consider  the 
uniqueness  of  the  history,  characteristics,  and  themes  of  a 
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cultural  group.  The  Center  for  Substance  Abuse  Prevention 
(1993)  offers  one  definition  of  cultural  competence: 

Cultural  competence  refers  to  the  set  of  academic  and  interper- 
sonal skills  that  allow  individuals  to  increase  their  understanding 
and  appreciation  of  cultural  differences  and  similarities  within, 
among,  and  between  groups. 

It  is  proposed  that  the  definition  of  cultural  competence  be 
expanded  to  move  beyond  "understanding"  to  "action."  Cultural 
competence  would,  therefore,  require  an  ability  to  respond  ac- 
tively to  the  needs  of  a  group  in  a  manner  congruent  with  cultural 
history,  characteristics,  and  themes. 

Conceptual  Frameworks 

Conceptual  frameworks  organize  information  in  a  systematic 
and  integrated  manner.  The  importance  of  such  frameworks  is 
that  they  allow  coherent  examination  and  linkage  of  assessment 
and  intervention  information.  For  a  description  of  all  the  concep- 
tual frameworks  pertinent  to  AOD  abuse,  the  reader  is  referred 
to  the  Curriculum  Modules  on  Alcohol  and  Other  Drugs  for 
BSW/MSW  Programs.  However,  a  few  models  are  identified 
here  that  may  be  especially  pertinent  for  prevention  strategies  for 
Pacific  Islanders.  These  conceptual  frameworks  are  the  ecological 
systems  perspective,  the  biopsychosocial  model,  and  the  public 
health  model. 

The  ecological  systems  perspective  "presents  the  view  that 
human  needs  and  problems  are  generated  by  the  transactions 
between  people  and  their  environments"  (Germain  and  Gitter- 
man  1980).  Examined  from  this  perspective,  AOD  abuse  prob- 
lems are  influenced  by  such  factors  as  a  person's  interpersonal 
skills,  relationship  with  the  family  and  community,  and  social 
norms.  Problems  are  resolved  through  establishing  reciprocal 
relations  between  organisms  and  environments,  such  that  hu- 
man beings  maintain  a  good  fit  with  the  environment  (Germain 
and  Gitterman  1980). 

The  biopsychosocial  model  is  the  perspective  that  AOD  abuse 
and  prevention  strategies  for  abuse  are  grounded  in  the  interac- 
tion of  the  biological,  psychological,  and  sociocultural  aspects  of 
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functioning.  Biological  aspects  emphasize  the  influence  of  ge- 
netic and  physiological  processes  on  AOD  abuse.  Psychological 
aspects  focus  on  the  influence  of  emotional  and  mental  depend- 
ence on  alcohol  and  other  drugs.  Sociocultural  aspects  highlight 
the  influence  of  social  and  cultural  norms  as  antecedents  and 
consequences  for  AOD  abuse. 

The  public  health  model  considers  problems  deriving  from  a 
system  made  up  of  three  components:  the  agent,  the  host,  and  the 
environment.  The  agent  is  a  catalyst  of  the  problem,  such  as 
alcohol  or  another  drug.  The  host  is  the  person  affected  by  the 
problem,  reflecting  the  personal  traits  that  predispose  one  to 
AOD  abuse.  The  environment  is  all  other  factors  that  contribute 
to  AOD  abuse  susceptibility.  Prevention  efforts  are  directed  to- 
ward all  components  of  the  system,  with  a  collaborative  and 
interdisciplinary  focus.  With  highly  vulnerable  populations, 
both  risk  and  protective  factors  are  examined. 

The  significance  of  these  three  models  to  Pacific  Islanders  is 
that  they  emphasize  the  integrative  view  of  the  individual  and 
the  environment  in  understanding  the  etiology  and  prevention 
of  AOD  abuse.  Specifically,  these  models  emphasize  (1)  the  influ- 
ence of  the  environment  on  the  attitudes  and  behavioral  patterns 
connected  with  AOD  abuse,  (2)  the  importance  of  relationships 
in  understanding  the  source  and  resolution  of  AOD  abuse,  and 
(3)  working  with  the  strengths  of  a  population  to  reduce  AOD 
abuse  prevalence.  This  viewpoint  corresponds  with  cultural 
themes  previously  described,  such  as  immigration,  the  collective, 
and  contemporary  actions  for  empowerment. 

Primary  and  Secondary  Prevention 
Strategies 

The  public  health  field  identifies  two  levels  of  strategies  to  pre- 
vent problems  and  enhance  functioning:  primary  and  secondary. 
Primary  prevention  "refers  to  those  scientific  practices  aimed  at 
simultaneously  preventing  predictable  physical,  psychological, 
or  sociocultural  problems  for  individuals  or  populations  at  risk; 
maintaining  or  protecting  current  strengths,  competencies,  or 
levels  of  health;  and  promoting  desired  goals  and  the  fulfillment 
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or  enhancement  of  human  potentials"  (Bloom,  in  Johnson  1990, 
p.  347). 

Secondary  prevention  refers  to  practices  directed  at  persons 
identified  with  problems,  to  reduce  prevalence  and  ensure  that 
the  problem  does  not  become  more  severe  and  debilitating. 
Designing  primary  and  secondary  prevention  strategies  that  are 
culturally  responsive  to  Pacific  Islanders  requires  several  consid- 
erations, including  the  following: 

•  Service  accessibility — Services  must  be  accessible,  commu- 
nity-based, and  within  a  population's  economic  limits. 

•  Culturally  valid  content — The  content  of  prevention  mate- 
rials must  reflect  Pacific  Islander  culture  and  must  be 
developed  with  the  participation  of  Pacific  Islanders. 

•  Culturally  valid  delivery — Prevention  materials  in  forums 
or  classes  must  be  presented  by  Pacific  Islander  leaders. 

Education  is  the  mainstay  of  prevention  strategies.  It  is  im- 
portant to  provide  materials  that  inform  a  population  about  AOD 
abuse  risks  and  that  encourage  behavioral  and  attitude  change. 
Educational  materials  with  appropriate  cultural  content  and  de- 
livery need  to  be  accessible. 

Accessibility 

Providing  prevention  services  in  high-density  Pacific  Islander 
communities  enhances  accessibility.  One  way  to  bring  services  in 
is  to  sponsor  statewide  or  regional  educational  workshops  or 
conferences  on  AOD  abuse  in  communities  with  high-risk  behav- 
iors. In  the  past,  many  conferences  focusing  on  a  variety  of 
problems  confronting  Hawaiians  have  been  held  in  urban  areas. 
For  many  Hawaiians,  not  only  are  the  urban  surroundings  cul- 
turally inappropriate,  but  the  drive  from  rural  communities  (or 
the  plane  ride  from  other  islands)  makes  the  conference  inacces- 
sible. 

Services  can  be  located  in  organizations  that  are  already  a  part 
of  a  network  in  high-density  Pacific  Islander  communities.  For 
example,  in  the  Samoan  community,  the  church  is  a  focal  place 
for  communal  gatherings.  It  could  therefore  serve  as  a  natural 
resource  for  discussing  and  distributing  materials  on  AOD  abuse 
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(E.  Wilson,  personal  communication,  August  4, 1994).  In  Samoan 
communities,  accessibility  to  information  on  alcohol  and  other 
drugs  is  increased  through  television  and  radio  media  targeted 
to  the  Samoan  population  (T.  Brown,  personal  communication, 
July  5,  1994).  Such  media  programs  are  in  the  appropriate  lan- 
guage, present  information  about  the  increasing  rise  of  AOD 
abuse  among  Samoans,  and  identify  services  that  render  assist- 
ance. 

The  high  rates  of  poverty  and  unemployment  among  Samo- 
ans and  Tongans  make  it  imperative  that  prevention  services  be 
of  low  cost  or,  preferably,  at  no  cost.  When  there  are  competing 
expenses  and  limited  financial  resources,  it  is  reasonable  to  as- 
sume that  Pacific  Islanders  will  use  available  resources  on  neces- 
sities such  as  food  and  shelter  rather  than  on  AOD  abuse 
prevention  materials.  The  costs  for  treating  AOD  abuse  and  for 
addressing  AOD-related  problems,  such  as  crime  and 
HIV/ AIDS,  far  outweigh  the  expenses  of  prevention  efforts. 
Money  spent  on  educational  materials  helps  to  contain  public 
costs  by  reducing  the  prevalence  of  these  problems. 

Content  Validity 

The  usefulness  of  information  contained  in  prevention  materials 
will  be  increased  if  it  reflects  the  cultural  characteristics,  norms, 
and  values  of  the  target  population.  Furthermore,  information 
that  is  gender  and  age  sensitive  will  also  increase  its  usefulness. 
While  AOD  abuse  can  occur  among  both  men  and  women  of 
Pacific  Islander  extraction,  men  appear  to  be  at  especially  high 
risk.  Problems  of  AOD  use  are  also  increasing  among  adoles- 
cents. Thus,  education  efforts  need  to  continue  to  address  the 
concerns  of  men  and  adolescents  and,  at  the  same  time,  promote 
information  about  the  vulnerability  of  women. 

The  Kamehameha  Schools /Bishop  Estate  Native  Hawaiian 
Drug-Free  Schools  and  Community  Program  (NHDFSCP)  in 
Hawaii  has  devised  several  prevention  strategies  that  respect  and 
incorporate  Hawaiian  culture.  Its  educational  materials  are  de- 
veloped with  the  direct  input  of  persons  of  Hawaiian  ancestry 
on  staff  and  from  Hawaiian  communities  (T.  Kelly,  personal 
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communication,  July  5, 1994).  Educational  tools — such  as  post- 
ers, videotapes,  comic  books,  magnets,  and  message  pins — pro- 
mote a  drug-free  community.  The  following  are  examples  of 
cultural  relevance: 

•  Videotapes  are  age  sensitive,  using  rap  music  for  adoles- 
cents and  Hawaiian  chants  for  adults  (Kamehameha 
Schools/Bishop  Estate  1990, 1993a,  1993b). 

•  The  messages  contained  in  the  videotapes  reflect  actual 
stories  and  are  presented  by  Hawaiian  persons  in  context 
of  family  concerns  (Kamehameha  Schools /Bishop  Estate 
1993a). 

•  A  special  comic  book  is  gender  sensitive  and  contains 
sections  on  issues  relevant  for  male  and  female  adoles- 
cents; it  is  presented  in  the  nonstandard  English  used  by 
this  population  (Kamehameha  Schools /Bishop  Estate 
1994). 

•  Magnets  are  distributed  with  drug-free  messages  in  both 
Hawaiian  and  English  in  bright  colors  (e.g.,  He  Hawai'i  au; 
'at  'die  i  ka  la  'au  'mo— Hawaiian  and  drug  free). 

One  important  aspect  of  prevention  strategies  for  Pacific 
Islanders  relates  to  the  traditional  world  view  about  relationships 
and  the  appreciation  of  spirituality.  It  is  believed  that  "alcohol 
and  drugs  block  the  path  to  spirituality"  (T.  Reinhardt,  personal 
communication,  July  5,  1994);  therefore,  helping  abstain  from 
using  alcohol  and  other  drugs  means  helping  them  reconnect 
with  their  spirituality.  For  many  AOD  abuse  counselors,  helping 
Pacific  Islanders  to  reconnect  is  a  strategy  of  prevention.  The 
NHDFSCP  has  developed  a  lokahi  (harmony)  wheel,  an  educa- 
tional tool  designed  to  illustrate  different  facets  of  a  holistic 
world  view  (spiritual /soul,  friends /family,  work /job,  think- 
ing/mind, feelings /emotions,  physical/body).  This  tool  helps 
AOD  abuse  counselors  teach  clients  about  the  importance  of 
culture  and  of  looking  at  the  influences  of  alcohol  and  other  drug 
abuse  on  each  facet  of  life.  While  the  "spiritual /soul"  facet  is 
presented  as  separate  from  the  rest,  it  is  more  accurate  to  view 
spirituality  as  infusing  all  other  facets  of  life  (T.  Kelly,  personal 
communication,  July  5,  1994).  Spirituality  is  also  pervasive  in 
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Samoan  culture,  in  which  the  church  exercises  strong  authority 
(T.  Brown,  personal  communication,  July  5, 1994).  Thus,  preven- 
tion strategies  that  encompass  the  perspective  of  the  church  and 
the  value  of  spirituality  may  be  beneficial  to  this  population. 

Content  Delivery 

While  the  message  of  educational  materials  and  the  accessibility 
of  their  presentation  are  critical,  so  too  is  the  messenger.  At  a 
minimum,  educational  information  should  be  presented  by 
someone  who  is  compassionate  toward  and  knowledgeable 
about  Pacific  Islanders.  It  is  preferable,  however,  that  such  mate- 
rial be  presented  by  someone  of  the  targeted  population  group, 
either  alone  or  in  collaboration  with  other  professionals.  For 
example,  peer  educators  are  trained  to  work  with  multiethnic 
youth  in  Hawaii  on  a  variety  of  adolescent  health  risk  issues  (Cole 
1992).  The  underlying  premise  is  that  students  will  hear  a  mes- 
sage on  AOD  abuse  more  readily  if  it  comes  from  peers  who  are 
accepted  leaders  in  the  school  setting  rather  than  from  adults.  In 
another  example,  the  spokepersons  on  alcohol  and  other  drug 
abuse  videotapes  are  minority  students  from  communities  with 
high-density  Pacific  Islander  populations  (Kamehameha 
Schools /Bishop  Estate  1990).  These  students  discuss  the  negative 
influences  of  alcohol  and  drugs  on  youth  in  Hawaii.  The  impact 
of  these  students  is  amplified  because  they  speak  of  personal 
situations  against  the  backdrop  of  community  settings  that  others 
from  that  community  recognize. 

Tertiary  Prevention 

Tertiary  prevention  focuses  on  providing  treatment  to  discour- 
age continued  AOD  abuse  among  people  identified  with  the 
problem.  Treatment  options  for  AOD  abusers  are  varied  and 
include  detoxification  programs,  short-  and  long-term  residen- 
tial treatment  programs,  outpatient  programs  (such  as  metha- 
done programs),  group  therapy,  and  fellowship  programs  such 
as  Alcoholics  Anonymous  (Johnson  1990).  Culturally  competent 
treatment  of  Pacific  Islanders  with  AOD  abuse  problems  starts 
by  including  cultural  characteristics  and  themes  in  prevention 
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services.  Two  programs,  one  residential  and  one  outpatient, 
illustrate  the  incorporation  of  culturally  relevant  strategies  for 
persons  who  value  the  Hawaiian  culture.  Na  Wahine  Makalapua, 
a  mother-infant  residential  facility  for  women  who  have  abused 
alcohol  or  other  drugs,  has  several  features  emphasizing  Hawai- 
ian culture  (D.  Padello,  personal  communication,  March  8, 1994). 
One  of  those  features  is  the  participation  of  Hawaiian  elders 
(kupuna)  from  the  community  who  work  with  the  mothers.  These 
elders  teach  the  mothers  about  Hawaiian  culture,  emphasize  the 
importance  of  children  {keiki),  and  encourage  the  mothers  to 
make  healthy  choices  regarding  their  well-being  and  that  of  their 
infants.  The  role  of  elders  in  Hawaiian  culture  has  long  been 
appreciated  and  is  a  primary  vehicle  for  learning  about  the  scope 
and  depth  of  cultural  identity  (Mokuau  and  Browne  1994). 

In  The  Cornerstone,  an  intensive  outpatient  program,  one 
aspect  of  treatment  relates  to  cultural  views  of  addiction  (Drug 
Addiction  Services  of  Hawaii,  undated).  This  program  seeks  to 
teach  clients  about  cultural  perspectives  as  a  means  to  encourage 
cultural  identity  and  discourage  culturally  inappropriate  acts  of 
AOD  abuse.  Hawaiian  clients  make  up  over  50  percent  of  the 
program's  caseload  (A.  Kau,  personal  communication,  July  5, 
1994).  In  addition  to  working  intensely  with  clients  in  groups,  the 
program  also  works  with  families,  recognizing  the  cultural  im- 
portance of  family  collaboration  in  recovery  from  AOD  abuse. 

Conclusion 

Designing  culturally  competent  prevention  strategies  for  AOD 
abuse  among  Pacific  Islanders  is  complex  and  arduous,  but  it  can 
be  achieved.  In  addition  to  possessing  an  extensive  knowledge 
of  AOD  abuse,  professionals  must  have  the  knowledge,  skills, 
and  values  necessary  to  empower  culturally  diverse  people  who 
are  disenfranchised  in  American  society.  Prevention  strategies 
must  have  a  sound  and  systematic  integration  of  information  on 
AOD  abuse  within  the  context  of  culture.  With  Pacific  Islander 
cultures,  there  is  a  specific  need  to  incorporate  information  on 
historical  background,  cultural  characteristics,  and  cultural 
themes. 
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Prevention  strategies  for  AOD  abuse  among  Pacific  Islanders 
can  only  be  truly  successful  if  they  are  concurrent  with  broader 
social  efforts  to  eliminate  oppression  and  promote  equitable 
treatment  for  all  people  (Mokuau,  in  press  a).  Problems  existing 
for  Pacific  Islander  peoples  are  multifaceted  and  inextricably 
linked  to  one  another.  Understanding  AOD  abuse  among  Pacific 
Islanders  represents  only  a  partial  picture  of  the  scope  and  mag- 
nitude of  problems  presently  confronting  this  population.  Thus, 
in  order  to  fully  address  AOD  abuse,  through  reduction  or  pre- 
vention, it  is  also  important  to  examine  and  resolve  problems  of 
health,  mental  health,  crime,  and  domestic  violence  (Mokuau 
1990,  in  press  b). 

This  chapter  represents  only  a  beginning.  Ongoing  efforts  are 
required  to  address  the  comprehensive  needs  of  Pacific  Islanders. 
Of  critical  importance  to  all  efforts  are  the  recognition  and  inclu- 
sion of  cultural  strengths  in  the  resolutions  of  problems  and  the 
participation  of  these  indigenous  peoples  in  determining  the 
course  of  their  lives. 

Classroom  Exercises 
Exercise  1:  Case  Study 

A  Hawaiian  family,  Mr.  and  Mrs.  K.,  and  their  three  children,  L., 
M.,  and  N.,  moved  a  year  ago  from  Hawaii  to  another  State.  The 
move  was  prompted  by  family  economics — Mr.  K.  had  discov- 
ered better  employment  and  residential  prospects  in  another 
State.  Mr.  K.  secured  full-time  employment  as  a  automobile 
mechanic,  and  Mrs.  K.  is  employed  as  an  administrative  assistant 
at  a  elder  care  nursing  home.  The  two  oldest  children  attend  high 
school,  and  the  youngest  child  attends  elementary  school. 

The  K.  family  purchased  a  modest  three-bedroom  home  in  a 
rural  community.  The  community  is  predominantly  White,  al- 
though there  are  many  Asian  Americans  and  some  Hawaiians  in 
residence.  It  is  a  middle-class  community  with  some  expression 
of  diversity.  Supermarkets  carry  some  ethnic  foods  (e.g.,  chow 
mein  noodles,  soybean  curd),  and  certain  community  events 
during  the  year  reflect  cultural  themes. 
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All  members  of  the  K.  family  were  born  and  raised  in  Hawaii. 
While  they  all  miss  the  extended  family  network  and  the  unique 
multicultural  climate  available  to  them  in  Hawaii,  they  seem  to 
be  adjusting  to  their  new  community,  with  the  exception  of  L., 
the  oldest  child.  L.  is  a  17-year-old  male  with  strong  convictions 
about  being  Hawaiian.  L.  was  a  student  in  a  well-known  hula 
school  (halau)  and  had  participated  in  activities  in  the  sovereign 
nation  movement.  His  progress  in  his  previous  school  had  been 
satisfactory.  In  his  new  environment,  however,  L.  has  not  devel- 
oped extracurricular  activities  and  is  not  doing  well  in  school.  On 
two  occasions  when  he  was  referred  by  teachers  to  the  school 
counselor  for  disruptive  behavior,  the  counselor  noted  alcohol 
on  his  breath. 

Use  the  following  questions  as  a  beginning  point  for  devel- 
oping a  culturally  competent  approach  for  L.  and  his  family: 

1 .  Would  you  work  with  L.  only,  with  L.  and  his  parents,  or  with 
his  entire  family? 

[Directions  for  discussion:  In  a  traditionally  oriented  Hawai- 
ian family,  there  is  a  need  to  respect  the  importance  of  the 
collective  and,  in  this  case,  the  family.  The  worker  needs  to 
consider  the  Hawaiian  worldview  that  problems  and  resolu- 
tions are  intertwined  with  relationships;  thus,  working  with 
the  entire  family  is  important.] 

2.  What  factors  that  influenced  L/s  drinking  behaviors  would 
you  assist  the  family  in  identifying? 

[Directions  for  discussion:  There  are  several  factors  that  could 
have  contributed  to  L/s  drinking  behaviors,  and  the  family 
should  be  encouraged  to  discuss  these  areas:  (a)  leaving  ex- 
tended family  and  friends;  (b)  interrupting  L/s  identity  de- 
velopment as  a  Hawaiian  by  severing  his  participation  in 
cultural  activities;  and  (c)  L/s  feeling  of  exclusion  from  the 
family — as  the  others  meet  the  challenge  of  adjusting  to  a  new 
environment,  he  feels  left  behind.] 

3.  Identify  one  or  two  prevention  strategies  to  reconnect  L.  with 
his  Hawaiian  culture. 
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[Directions  for  discussion:  It  appears  that  L.,  if  not  his  entire 
family,  strongly  identifies  with  Hawaiian  culture.  In  addition 
to  information  on  AOD  abuse,  prevention  strategies  might 
take  into  account  ways  to  strengthen  his  self-concept  and 
cultural  identity.  The  family  needs  to  brainstorm  ideas  to 
achieve  that.  For  example,  the  sovereign  nation  movement  is 
not  restricted  to  the  Hawaiian  islands.  Hawaiians  in  the  other 
49  states  correspond  with  groups  in  Hawaii  or  form  their  own 
groups;  L.  should  be  encouraged  to  participate.  Contact  with 
family  and  friends  in  Hawaii  must  be  pursued.] 

Exercise  2 

Test  Questions 

1.  Distinguish  between  the  cultural  content  and  the  cultural 
conflict  models  for  explaining  AOD  abuse  among  Pacific 
Islanders. 

2.  Identify  two  characteristics  that  reflect  the  heterogeneity  of 
Pacific  Islander  peoples. 

3.  Discuss  the  importance  of  relationships,  as  part  of  the  world- 
view  of  Pacific  Islanders. 

4.  Which  Pacific  Islander  population  is  noted  for  the  highest 
rates  of  smoking  and  drinking  alcohol? 

5.  What  is  the  alcoholic  beverage  of  choice  among  Pacific 
Islanders? 

6.  How  are  the  biopsychosocial,  ecological  systems,  and  public 
health  models  relevant  to  understanding  and  treating  AOD 
abuse  among  Pacific  Islanders? 

7.  Identify  three  factors  pertinent  to  designing  primary  and 
secondary  prevention  strategies  for  Pacific  Islanders. 

8.  What  are  some  ways  to  increase  the  responsiveness  of  tertiary 
prevention  strategies  for  Pacific  Islanders? 
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Test  Answers 

1.  The  cultural  content  model  suggests  that  AOD  abuse  behav- 
iors might  be  influenced  by  the  different  cultural  norms  and 
patterns  that  govern  a  group.  History  indicates  that  Pacific 
Islander  groups  consumed  addictive  beverages  before  the 
arrival  of  Westerners,  increasingly  so  afterward.  Alcohol  and 
other  drugs  have  become  incorporated  into  the  culture. 

The  cultural  conflict  model  suggests  that  AOD  abuse  is  influ- 
enced by  circumstances  of  immigration  history.  Stressors 
associated  with  immigration — such  as  family  conflicts,  em- 
ployment difficulties,  and  educational  adjustment — contrib- 
ute to  AOD  abuse. 

2.  Heterogeneity  is  expressed  in  several  characteristics: 

(a)  place  of  residence  (U.S.  or  Pacific  Islands) 

(b)  U.S.  status  (citizens,  nationals) 

(c)  languages  spoken  at  home  (English,  Samoan,  Tongan) 

(d)  poverty  rates  (highest  for  Samoans  and  Tongans) 

Further  reading  will  indicate  that  heterogeneity  is  also  ex- 
pressed in  religion,  cultural  events,  cultural  arts,  the  influence 
of  different  Western  cultures,  and  so  on. 

3.  Relationships  are  a  fundamental  part  of  Pacific  Islanders' 
worldview.  In  general,  people,  animals,  and  plants  all  come 
from  the  same  source  and  thus  are  all  related.  Problems  and 
solutions,  therefore,  derive  from  relationships. 

4.  Hawaiians 

5.  Beer 

6.  They  are  relevant  because  of  their  emphasis  on  integrating 
the  individual  and  the  environment.  Specifically,  the  models 
emphasize  (a)  the  influence  of  the  environment  on  the  atti- 
tudes and  behavioral  patterns  of  AOD  abuse  among  people; 
(b)  the  importance  of  relationships  in  understanding  the 
source  of  and  resolution  of  AOD  abuse;  and  (c)  working  with 
the  strengths  of  a  population  to  reduce  AOD  abuse  preva- 
lence. 

7.  Service  accessibility,  culturally  valid  content,  culturally  valid 
delivery 
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8.  As  with  primary  and  secondary  prevention  strategies,  the 
cultural  responsiveness  of  tertiary  strategies  can  be  enhanced 
by  incorporating  cultural  values  and  traditions  into  them.  For 
example,  given  the  emphasis  on  relationships,  having  re- 
spected elders  influence  and  "teach"  persons  with  AOD 
abuse  may  be  useful.  In  another  example,  explaining  to  users 
how  alcohol  and  other  drugs  prevent  a  true  expression  of 
culture  (by  inhibiting  a  spiritual  pathway)  may  also  be  useful. 

Recommended  Readings 

Ahem,  F.M.  Alcohol  use  and  abuse  among  four  ethnic  groups  in  Hawaii:  Native 
Hawaiians,  Japanese,  Filipinos  and  whites.  In:  Spiegler,  D.;  Tate,  D.;  Aitken,  S.; 
and  Christian,  C,  eds.  Alcohol  Use  Among  U.S.  Ethnic  Minorities.  Rockville,  MD: 
National  Institute  on  Alcohol  Abuse  and  Alcoholism,  1989.  pp.  315-328. 

This  paper  reviews  published  and  unpublished  reports  on  alcoholism  in 
Hawaii  from  1964  to  1984.  Results  indicate  that  within  the  variability  of 
alcohol  prevalence  estimates,  the  accumulated  evidence  suggests  that  Ha- 
waiians and  whites  have  higher  rates  than  other  populations. 

Kame'eleihiwa,  L.  Native  Land  and  Foreign  Desires:  Pehea  LaE  Pono  Ai?  Honolulu: 
Bishop  Museum  Press,  1992. 

This  book  emphasizes  the  importance  of  history  in  understanding  and 
working  with  Hawaiian  people.  It  is  about  the  1848  Mahele,  the  land  reform 
that  converted  communal  properties  to  private  ownership.  Unlike  other 
books  on  Hawaiian  history,  the  book  provides  an  account  of  historical  events 
from  the  Hawaiian  perspective.  Noteworthy  in  this  text  is  the  use  of  the 
concept  of  pono  (equilibrium)  to  explain  how  land  conversion  reflects 
changes  in  Hawaiian  worldviews. 

Marshall,  M.  Weekend  Warriors:  Alcohol  in  a  Micronesian  Culture.  Palo  Alto,  CA: 
Mayfield  Publishing  Co.,  1979. 

This  book  describes  drinking  behavior  and  the  cultural  attitudes  and  values 
that  surround  it  for  persons  on  the  Micronesian  island  of  Truk.  It  documents 
how  drinking  can  become  incorporated  and  embedded  into  a  cultural 
system  and  how  it  generates  a  host  of  other  social  and  psychological  prob- 
lems. The  book  suggests  that  treatment  programs  cannot  be  developed  until 
there  is  adequate  understanding  of  the  problem. 

Mokuau,  N.  Exploring  the  relationship  of  substance  abuse  and  HIV/AIDS 
among  Pacific  Islanders.  In:  Amuleru-Marshall,  O.,  ed.  Substance  Abuse  Treat- 
ment in  the  Era  of  AIDS:  Vol.  II.  Rockville,  MD:  Center  for  Substance  Abuse 
Prevention,  in  press. 

This  chapter  focuses  on  substance  abuse  and  HIV/ AIDS  among  Pacific 
Islander  peoples.  Although  data  are  limited  on  this  population,  emerging 
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evidence  indicates  that  some  groups  of  Pacific  Islanders  are  vulnerable  to 
high  risk  factors  such  as  homosexual  sex,  injecting  drugs,  transmitting  sexual 
diseases,  and  teenage  pregnancies.  Prescriptions  for  culturally  competent 
prevention  strategies  are  described. 

Yee,  B.W.K.  Life-span  development  of  Asian  and  Pacific  Islanders.  In:  Kim,  S.; 
Mokuau,  N.;  and  Yee,  B.,  eds.  Cultural  Competence  for  Professionals  Working  with 
Asian  and  Pacific  American  Communities:  Theoretical  and  Practical  Considerations. 
Rockville,  MD:  Center  for  Substance  Abuse  Prevention,  in  press. 

This  chapter  uses  the  life-span  perspective  as  a  framework  for  viewing  key 
variables  that  are  critical  to  the  evaluation  of  AOD  abuse  prevention  pro- 
grams for  Asian  and  Pacific  Islander  peoples.  It  concludes  with  an  examina- 
tion of  innovative  strategies  for  evaluating  programs,  a  discussion  of 
culturally  responsive  strategies,  and  ideas  for  improving  multicultural  com- 
petence in  the  future. 
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Introduction 

Alcohol  and  other  drug  (AOD)  abuse  among  gay  men  and  les- 
bian women  is  a  complex  phenomenon.  This  chapter  will  provide 
(1)  an  overview  of  the  characteristics  of  gay  and  lesbian  persons 
placed  within  the  historical  context  of  oppression;  (2)  an  over- 
view of  AOD  abuse  patterns  among  gay  and  lesbian  persons; 

(3)  suggestions  about  AOD  abuse  prevention  strategies;  and 

(4)  selected  classroom  exercises  designed  to  increase  under- 
standing of  the  experience  of  gay  and  lesbian  persons. 

The  term  "gay"  has  often  been  used  in  the  literature  to  refer 
generally  to  both  men  and  women.  This  chapter  uses  the  terms 
gay  men  and  lesbian  women  where  gay  and  lesbian  are  adjectives 
rather  than  nouns.  Being  gay  or  lesbian  is  a  part,  but  not  the 
totality,  of  who  individuals  are.  However,  for  the  sake  of  brevity 
in  this  work,  the  term  gay  or  lesbian  persons  is  sometimes  used.  The 
authors  acknowledge  that  there  are  no  universally  accepted 
terms  to  identify  gay  and  lesbian  persons. 

History  and  Characteristics  of  Gay 
and  Lesbian  Persons 

Western  thinking  is  predominantly  dichotomous  and  linear. 
Something  is  either  good  or  bad,  strong  or  weak,  as  if  there  were 
a  great  yardstick  in  the  mind  containing  only  polar  opposites. 
This  is  how  sexual  orientation  has  often  been  viewed,  albeit 
erroneously:  If  one  is  not  heterosexual,  then  one  is  homosexual. 
If  one  is  not  A,  one  must  be  Z.  Sexual  orientation,  like  most 
phenomena  social  workers  address,  is  far  more  appropriately 
viewed  as  a  continuum.  Persons  who  would  define  themselves 
as  bisexual,  for  example,  do  not  exist  if  sexual  orientation  is 
dichotomized  into  the  polar  opposites  of  gay  and  straight.  Hu- 
man sexual  orientation  may  be  viewed  as  more  dynamic  and 
fluid  rather  than  exclusively  static  or  fixed. 

For  the  sake  of  clarity  in  this  chapter,  heterosexuals  are  de- 
fined as  persons  whose  aff ectional  or  erotic  attractions  are  toward 
persons  of  the  other  gender.  Gay  men  and  lesbian  women  are 
persons  whose  affectional  or  erotic  attractions  are  to  persons  of 
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the  same  gender  (Gonsiorek  and  Weinrich  1991).  Sexual  orienta- 
tion may  or  may  not  shift  over  time.  For  most  persons,  "human 
sexuality  exists  along  a  continuum  as  an  interaction  of  biological, 
cultural,  historical,  and  psychosocial  influences"  (Garnets  and 
Kimmel  1991,  in  Greene  and  Herek  1994,  p.  3).  Sexual  orienta- 
tion— like  all  human  sexuality — is  certainly  far  more  complex 
than  what  one  "does  in  bed."  Because  of  this  complexity,  and  for 
a  number  of  reasons  discussed  later,  understanding  of  gay  men 
and  lesbian  women  is  thus  far  very  limited. 

Fasinger  (1991)  has  referred  to  gay  and  lesbian  persons  as  the 
"hidden  minority."  That  one  line  begins  to  capture  the  problems 
inherent  in  any  discussion  of  homosexuals,  gay  people,  gay  men, 
or  lesbian  women.  Any  discussion  of  the  characteristics  of  a 
group  that  remains  at  least  to  some  degree  invisible  is  fraught 
with  generalization.  Further,  gay  men  and  lesbian  women  are  as 
different  from  one  another  as  are  "straight"  men  and  women.  Just 
as  it  is  impossible  to  talk  about  the  "straight  community"  as  a 
singular,  unidimensional  entity,  it  is  impossible  to  talk  about  the  "gay 
community."  There  are  many  gay  communities.  They  may  share  some 
but  not  all  characteristics  with  one  another,  and  with  the  larger  society 
as  well.  Diversity  according  to  race,  ethnicity,  cultural  identity,  age, 
class,  politics,  religion,  and  differential  abilities  also  make  generaliza- 
tions problematic.  Gay  and  lesbian  persons  are  no  more  clones  of  one 
another  than  heterosexual  persons  are.  With  that  caution,  a  brief  his- 
torical overview  of  gay  men  and  lesbian  women  follows. 

With  the  exception  of  the  Bible,  traditional  history  takes  little 
note  of  the  presence  of  gay  men  or  lesbian  women,  although  there 
can  be  little  doubt  that  they  have  existed  as  long  as  humanity  has 
existed.  Unfortunately,  the  Bible  has  been  used  as  a  tool  to 
oppress  gay  and  lesbian  persons.1  The  destruction  of  Sodom  and 


The  Bible  actually  says  very  little  about  lesbian  women  at  all,  which  is  likely  a  reflection 
of  the  patriarchal  societies  of  the  times.  However,  even  in  recent  literature  and  in  the 
popular  media,  one  typically  hears  about  "gays"  or  specifically  about  gay  men  as  if  there 
are  no  gay,  or  lesbian,  women.  This  may  still  reflect  the  essentially  male-dominated 
structure  of  society  in  which  women  in  general  are  less  visible  and  lesbian  women  are 
almost  totally  invisible. 
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Gomorrah  (Genesis  19)  is  often  used  as  evidence  of  God's  con- 
demnation of  homosexual  activity,  yet  biblical  scholars  have 
suggested  that  the  "sin  of  Sodom"  was  the  "violation  of  Hebraic 
standards  of  social  justice,  including  the  violation  of  the  norm  of 
hospitality  to  the  stranger"  (Nelson  1985,  p.  166).  It  is  more  than 
a  little  ironic  that  this  story  may  be  used  to  justify  intolerance  and 
inhospitality,  if  they  are  the  very  qualities  that  the  story  con- 
demns. Quotes  from  Leviticus  are  used  to  condemn  homosexu- 
ality: "You  shall  not  lie  with  a  male  as  with  a  woman,  it  is  an 
abomination"  (18:22).  Leviticus  also  says:  "If  a  man  commits 
adultery  with  the  wife  of  his  neighbor,  both  the  adulterer  and 
adultress  shall  be  put  to  death"  (20:10).  If  the  first  quote  is  to  be 
accepted  literally,  it  is  interesting  that  the  second  is  not  (Griffin 
et  al.  1986).  These  and  other  passages  from  Leviticus  were  part  of 
the  holiness  code  of  the  Old  Testament.  Nelson  (1985)  notes  that 
"selective  literalists  today  frequently  single  out  these  [antiho- 
mosexual]  texts,  forget  (or  are  unaware  of)  their  historical  con- 
text, and  ignore  the  numerous  other  proscriptions  in  the  same 
code,  such  as  those  against  eating  rare  meat,  having  marital 
intercourse  during  menstruation,  and  wearing  clothing  of  mixed 
fabrics"  (p.  166). 

Paul's  words  in  Romans  1:26-27  are  also  often  used  to  con- 
demn homosexuality.  Interestingly,  in  verses  29-31  Paul  goes  on 
to  equally  condemn  various  other  things  he  considers  improper, 
such  as  strife,  deceit,  gossip,  arrogance,  boasting,  disobedience 
to  parents — and  most  ironically,  in  the  midst  of  this  litany  of 
condemnation,  he  condemns  the  sins  of  being  unloving  and 
unmerciful!  In  Romans  14:13  Paul  exhorts,  "Therefore  let  us  not 
judge  one  another  anymore."  These  seeming  contradictions  have 
not  gone  unnoticed  and  several  noted  biblical  scholars  including 
Boswell  (1980),  Scanzoni  and  Mollenkot  (1978),  and  Spong  (1991), 
have  discussed  translation  errors  from  the  ancient  Greek  and 
Hebrew  that  have  been  used  to  form  the  modern  interpretations 
of  these  and  other  verses. 

It  is  sad  that  selective  or  incomplete  biblical  interpretations 
have  been  used  to  justify  prejudice,  discrimination,  and  hatred 
toward  gay  men  and  lesbian  women.  The  New  Testament  con- 
tains no  words  from  Jesus  himself  about  homosexuality.  There 
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are,  however,  many  words  from  Jesus  about  love  and  acceptance, 
as  well  as  about  refraining  from  judging  one  another:  "A  new 
commandment  I  give  to  you,  that  you  love  one  another,  even  as 
I  have  loved  you,  that  you  also  love  one  another"  (John  13:34). 
And,  in  verse  35,  Jesus  says  "By  this  all  men  will  know  that  you 
are  My  disciples,  if  you  have  love  for  one  another." 

More  recent  historical  works  that  address  the  extermination 
of  millions  of  Jews  in  Nazi  Germany  seldom  note  the  extermina- 
tion of  unknown  numbers  of  gay  and  lesbian  persons.  During  the 
Holocaust,  from  1933  to  1945,  Jews  were  identified  by  yellow 
stars,  rounded  up,  forced  into  ghettos,  and  eventually  put  into 
labor  camps  until  they  died  or  were  killed.  Persons  believed  to 
be  gay  or  lesbian  were  identified  by  pink  triangles  and  they,  along 
with  the  Jews,  gypsies,  Jehovah's  Witnesses,  and  other  so-called 
"undesirables"  were  also  exterminated  as  part  of  the  Nazi  "final 
solution." 

A  contemporary  history  of  gay  and  lesbian  persons  has 
evolved  since  the  late  1960's.  On  a  fateful  night  in  1969,  weary  of 
continual  harassment  and  police  raids  on  gay  bars  in  New  York 
City,  a  number  of  gay  men  spontaneously  took  a  stand.  Subjected 
to  yet  another  police  raid,  the  gay  bar  patrons  at  Stonewall  took 
to  the  streets  in  protest,  an  event  that  signaled  the  beginning  of 
the  gay  liberation  movement.  Few  history  books  include  any 
mention  of  the  Stonewall  riot,  and  only  a  very  few  include  an 
index  citation  for  gay  or  lesbian  rights.  This  contributes  to  and 
maintains  the  invisibility  of  gay  and  lesbian  persons.  In  the  early 
1970's,  the  women's  liberation  movement  (also  referred  to  as  the 
"second  wave  of  feminism,"  the  "first  wave"  having  culminated 
in  the  passage  of  the  19th  Amendment  to  the  U.S.  Constitution) 
hit  the  United  States.  As  part  of  the  overall  push  for  women's 
equality,  many  lesbian  women  saw  an  opportunity  to  gain  their 
measure  of  equality  as  well.  For  many,  the  convergence  of  the 
two  "liberation"  movements  heralded  new  opportunities  to 
"come  out"  to  parents,  employers,  or  society  at  large  and  identify 
themselves  as  gay  men  or  lesbian  women  in  search  of  equal 
treatment  and  full  civil  rights. 

Changes  were  also  occurring  within  the  ranks  of  the  mental 
health  professions.  Classical  psychoanalytic  theory,  on  which 
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social  workers  had  relied  for  many  years,  had  originally  viewed 
homosexuality  as  a  pathological  condition  of  arrested  develop- 
ment. Up  until  the  1970's,  homosexuality  was  classified  as  a  mental 
disorder  in  the  American  Psychiatric  Association's  (APA's)  Diag- 
nostic and  Statistical  Manual  of  Mental  Disorders  (DSM).  However,  in 
1973  the  APA  announced  that  homosexuality  was  no  longer  viewed 
as  a  mental  disorder  and  the  classification  was  removed  from 
subsequent  editions  of  the  DSM.  Various  professional  organiza- 
tions, including  the  National  Association  of  Social  Work- 
ers (NASW)  and  the  American  Psychological  Association,  saw 
specialty  groups  develop  from  within  their  ranks.  In  1977,  NASW 
issued  a  public  social  policy  statement  on  gay  issues  that  affirmed 
"the  right  of  all  persons  to  define  and  express  their  own  sexual- 
ity," and  vowed  to  "combat  archaic  laws  . . .  and  other  forms  of 
discrirnination  which  serve  to  impose  something  less  than  equal 
status  upon  the  homosexually  oriented  members  of  the  human 
family"  (Hidalgo  et  al.  1985,  p.  1).  In  1979,  the  NASW  Task  Force 
on  Gay  and  Lesbian  Issues  was  appointed,  and  in  1982  the 
National  Committee  on  Lesbian  and  Gay  Issues  was  created  as  a 
standing  committee  of  NASW.  The  structure  of  the  Council  on 
Social  Work  Education  (CSWE)  includes  a  Commission  on 
Gay/Lesbian  Issues  in  social  work  education.  The  Association  of 
Gay  Psychologists  was  formed  in  1973,  and  among  its  recommen- 
dations was  the  establishment  of  a  task  force  on  the  status  of 
lesbian  psychologists.  By  1980,  this  evolved  into  the  Committee 
on  Lesbian  and  Gay  Concerns,  and  in  1984,  Division  44,  the 
Society  for  the  Psychological  Study  of  Lesbian  and  Gay  Issues, 
was  established  formally  within  the  APA  (Greene  and  Herek 
1994). 

Gay  and  lesbian  persons  continue  to  advocate  for  equal  civil 
rights  in  areas  such  as  housing  discrimination,  child  custody,  and 
employment  benefits  (e.g.,  coverage  of  life  partners  on  health 
insurance  plans).  In  reaction  to  this  advocacy  there  has  been  a 
substantial  backlash  against  gay  and  lesbian  persons,  including 
what  are  now  referred  to  as  hate  crimes.  Hate  crimes  are  acts  of 
violence  directed  toward  individuals  specifically  because  they 
belong  to  a  particular  group,  such  as  African  Americans,  Latinos, 
Jewish  persons,  or  gay  and  lesbian  persons.  Motivated  by 
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prejudice  and  fear,  hate  crimes  take  many  forms,  including  verbal 
assaults  or  threats,  vandalism,  arson,  physical  assault,  and  mur- 
der. The  actual  incidence  of  such  hate  crimes  against  gay  and 
lesbian  persons  is  impossible  to  determine,  since  many  victims 
have  not  come  out  and  are  therefore  unlikely  to  report  their 
victimization  unless  forced  to,  as  in  the  case  of  serious  injury.  In 
comparison  with  other  stigmatized  groups,  hate  crimes  directed 
at  gay  men  are  especially  prevalent  and  more  violent  (Herek 
1989). 

Barnes  and  Ephross  (1994)  published  results  of  a  study  on  the 
impact  of  hate  crimes,  but  with  the  exception  of  the  introduction 
to  their  article,  no  mention  is  made  of  sexual  orientation.  Either 
there  were  no  gay  or  lesbian  persons  in  their  sample  of  59  victims, 
or  the  interviewers  did  not  explore  sexual  orientation.  It  would 
not  be  surprising  if  sexual  orientation  was  ignored.  In  document- 
ing hate  crimes,  the  Federal  Government  has  resisted  including 
gay  and  lesbian  persons  among  those  who  are  the  targets  of  hate 
crimes.  The  Hate  Crimes  Statistics  Act  focuses  on  data  collection 
about  violence  based  on  race  and  ethnicity,  but  not  sexual  orien- 
tation. Violence  and  the  threat  of  violence  have  always  been 
effective  tools  used  for  keeping  women,  people  of  color,  and 
other  minority  groups  "in  their  place/'  As  with  all  hate  crimes, 
acts  of  violence  against  gay  men  and  lesbians  serve  to  maintain 
the  status  quo  by  intimidating  into  silence  those  who  attempt  to 
deviate  from  the  accepted  social  norm. 

To  avoid  becoming  the  target  of  such  hate  crimes,  or  simply 
to  decrease  the  negative  consequences  of  being  gay  or  lesbian  in 
a  homophobic  society,  many  gay  men  and  lesbian  women  "pass" 
as  straight  (i.e.,  they  allow  others  to  assume  that  they  are  hetero- 
sexual). In  the  absence  of  visible  differences,  there  is  no  way  to 
identify  someone  as  gay  or  lesbian,  so  "passing"  is  thought  to  be 
very  common.  An  obvious  implication  of  this  relative  invisibility 
is  that  most  of  what  is  believed  to  be  known  about  gay  and  lesbian 
persons  is  actually  applicable  only  to  those  who  identify  them- 
selves as  gay  or  lesbian.  No  one  can  say  with  certainty  how  many 
gay  men  and  lesbian  women  there  are,  although  efforts  have  been 
made  to  determine  this  number.  One  of  the  first  studies  to  ad- 
dress the  question  of  numbers  of  gay  or  lesbian  Americans  was 
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conducted  by  the  Kinsey  organization  in  the  1940's.  Their  data 
suggested  that  approximately  10  percent  of  the  population  was 
gay  or  lesbian,  a  figure  that  is  still  quoted  with  great  frequency 
(Hidalgo  et  al.  1985).  Other  estimates  have  ranged  from  4  percent 
to  17  percent  (Gonsiorek  and  Weinrich  1991),  depending  on 
which  sampling  methods  and  sources  were  used  to  gather  the 
data. 

Extent  of  the  Problem 

Deterrnining  the  extent  of  AOD  abuse  problems  among  gay  men 
and  lesbian  women  has  been  hampered  by  at  least  three  factors. 
First,  no  one  can  say  with  certainty  how  many  gay  men  and 
lesbian  women  there  are.  Second,  alcoholism,  other  drug  abuse, 
and  addiction  have  only  recently  been  highlighted  as  significant 
social  problems,  even  though  they  have  wreaked  havoc  in  society 
for  years.  Third,  denial  and  secrecy  commonly  characterize  alco- 
holism and  other  drug  abuse  in  all  populations.  This  suggests 
that  we  may  or  may  not  really  know  the  incidence  of  AOD  abuse 
in  the  general  population,  and  we  really  do  not  know  how  many 
gay  men  and  lesbian  women  abuse  alcohol  or  other  drugs.  An- 
other factor  that  plays  a  role  in  this  discussion  is  homophobia. 

Homophobia  is  an  intense,  irrational  fear  of  homosexuality 
and  homosexuals  (Weinberg  1972).  In  contemporary  usage,  ho- 
mophobia can  refer  to  a  range  of  negative  feelings  toward  gay 
and  lesbian  persons.  These  feelings  can  include  not  only  fear,  but 
also  disgust,  contempt,  and  outright  rage.  It  is  no  secret  what  this 
society  thinks  about  homosexuals.  "Homo,"  "queer/'  "faggot," 
and  "dyke"  are  words  that  every  child  has  likely  heard,  but  they 
are  most  hurtful  to  those  who,  now  or  later,  define  themselves  as 
gay  or  lesbian.  In  the  United  States,  homophobia  is  focused  more 
on  gay  men  than  lesbian  women,  which  may  be  another  reflection 
of  a  patriarchal  social  structure.  Three  of  the  four  labels  cited 
above  are  directed  at  men.  This  is  likely  another  indication  of  the 
invisibility  of  lesbians,  though  it  may  also  suggest  that  women  in 
general  are  just  less  important  or  threatening,  even  lesbian 
women. 
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Homophobia  affects  everyone  in  this  society,  but  especially 
gay  men  and  lesbian  women.  It  is  impossible  to  be  raised  in  a 
culture  or  society  that  condemns  and  rejects  who  you  are  without 
absorbing  some  degree  of  self-hatred.  This  self -hatred  among  gay 
men  and  lesbian  women  is  referred  to  as  internalized  homopho- 
bia. The  manifestations  of  internalized  homophobia  are  varied, 
but  they  certainly  include  shame,  which  is  highly  related  to  AOD 
abuse. 

Drug  Abuse 

There  is  comparatively  more  research  on  the  incidence  of  alco- 
holism among  gay  and  lesbian  persons  than  on  other  types  of 
drug  abuse.  Of  the  very  few  studies  to  address  the  question  of 
abuse  of  drugs  other  than  alcohol  among  gay  and  lesbian  persons 
are  those  by  Smith  (1982)  and  by  Ziebold  and  Mongeon  (1982). 
They  noted  that  among  client  populations  it  is  unlikely  that  there 
is  a  separation  between  alcohol  abuse  and  other  drug  abuse.  This 
suggests,  albeit  tentatively,  that  where  alcohol  abuse  is  found, 
other  forms  of  drug  abuse  are  likely  to  be  in  evidence  as  well.  This 
connection  between  alcohol  use  and  other  drug  use  may  be 
particularly  relevant  to  those  who  socialize  in  gay  and  lesbian 
bars. 

A  study  of  nitrite  inhalant  use  (amyl  nitrate)  in  the  Baltimore- 
Washington,  D.C.,  area  (Lange  et  al.  1988)  indicated  that  its  use 
had  remained  fairly  constant  over  a  5-year  period.  However, 
among  gay  men  in  this  study,  levels  of  self-reported  nitrite  inha- 
lant use  had  decreased.  Sixty-nine  percent  of  the  gay  men  had 
tried  nitrites  at  some  time,  but  only  21  percent  had  used  them  in 
the  previous  6  months.  These  findings  are  especially  noteworthy 
because  nitrite  use  has  been  linked  with  Kaposi's  sarcoma,  which 
is  one  of  the  manifestations  of  HIV  disease.  This  finding  of 
decreased  nitrite  use  by  gay  men  may  suggest  that  the  massive 
HIV  prevention  efforts  initiated  by  and  directed  to  the  gay  male 
community  early  in  the  AIDS  epidemic  have  met  with  some 
success. 

When  AIDS  initially  garnered  attention  in  the  early  1980's, 
those  afflicted  first  with  the  disease  were  primarily  gay  men,  and 
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many  reported  high  and  varied  drug  use  patterns  (Jaffe  et  al. 
1983;  Valdiseri  1984).  According  to  an  observational  study  by 
Israelstam  and  Lambert  (1984),  marijuana  and  amyl  nitrate  were 
commonly  used,  and  in  the  gay  bar  scene  in  many  cities  other 
recreational  drugs  were  prevalent  as  well.  Noting  that  alcohol  is 
the  more  pervasive  problem,  Israelstam  (1986)  also  commented 
on  the  difficulties  inherent  in  studying  recreational  use  of  drugs 
(other  than  alcohol).  He  states  that  use  of  illegal  drugs  is  relatively 
more  covert  and  that  recreational  drugs  are  numerous  and  taken 
for  a  variety  of  reasons  with  varying  consequences  (p.  444).  He 
suggests  that  interventions  for  alcohol  abuse  are  also  frequently 
applicable  to  the  abuse  of  other  drugs. 

There  is  a  considerable  body  of  literature  about  drug  abuse 
and  risk-taking  behavior  in  relation  to  HIV  disease  and  AIDS 
among  gay  men.  Leigh  and  Stall  (1993)  provide  an  extremely 
comprehensive  review  of  this  literature,  including  three  appen- 
dixes that  categorize  the  focal  variables  of  the  various  research 
studies.  Their  work  was  to  "examine  the  evidence  for  and  against 
the  hypothesis  that  a  causal  relationship  exists  between  alcohol 
and /or  drug  abuse  and  high-risk  sexual  behavior  for  HIV  trans- 
mission" (p.  1035).  Although  they  caution  that  methodological 
questions  make  conclusions  difficult,  they  nonetheless  state  that 
"despite  these  difficulties,  it  is  clear  that  there  is  a  positive  rela- 
tionship between  drug  abuse  and  high-risk  sex;  what  is  less  clear 
is  the  level  at  which  this  link  exists"  (p.  1038).  In  a  related  finding, 
the  Centers  for  Disease  Control  and  Prevention  (CDC)  reported 
in  October  1993  that  1 1  percent  of  AIDS  cases  in  the  United  States 
are  linked  to  "men  who  have  sex  with  men  and  inject  drugs." 

The  CDC  does  not,  however,  maintain  any  HIV/ AIDS  statis- 
tics on  the  incidence  of  lesbian  women  who  inject  drugs.  This  fact 
and  the  literature  discussed  thus  far  illustrate  again  that  lesbian 
women  are  virtually  invisible.  This  provides  little  help  in  under- 
standing the  issues  that  may  be  unique  to  this  group.  No  doubt 
there  are  lesbian  women  who  use  or  abuse  a  variety  of  drugs,  but 
this  cannot  be  documented  given  the  paucity  of  existing  research 
literature.  Commenting  on  the  state  of  the  knowledge  about 
lesbian  women  and  alcohol  use,  Anderson  and  Henderson  (1985) 
state  that  "rigorous  empirical  research  on  any  aspect  of  a  drink- 
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ing  problem  among  lesbians  appears  to  be  nonexistent"  (p.  518). 
As  a  result,  we  must  advocate  that  research  be  developed  and 
carried  out  to  fill  this  void. 

Alcohol  Abuse 

In  general,  it  is  believed  that  some  10  percent  of  the  total  U.S. 
population  suffers  from  alcohol  dependency  or  alcoholism.  The 
early  research  on  alcohol  abuse  among  gay  and  lesbian  persons 
suggests  much  higher  percentages  for  these  groups.  A  frequently 
cited  study  by  Saghir  and  Robins  (1973)  indicated  that  35  percent 
of  lesbian  women  and  30  percent  of  gay  men  were  alcohol  de- 
pendent, although  the  focus  of  their  study  was  not  on  alcohol. 
Their  sample  consisted  of  89  gay  men  and  57  lesbian  women  who 
were  active  in  gay  organizations  in  Chicago  and  San  Francisco. 
In  her  proposal  to  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism,  Fifield  (1974)  estimated  that  perhaps  100,000 
(30.3  percent)  of  the  lesbian  women  living  in  Los  Angeles  suf- 
fered from  alcohol  abuse.  Fifield7 s  pioneering  research  has  been 
quoted  heavily  over  the  years,  even  though  her  methodology  was 
not  what  one  would  consider  rigorous.  "She  interviewed  bar- 
tenders, soliciting  their  opinions  on  patterns  of  usage  .  .  .  and 
analyzed  self-reports  of  alcohol  users  to  determine  high-risk  and 
abusive  drinking  patterns.  She  also  interviewed  recovering  gay 
alcoholics  and  users  of  gay  social  service  organizations"  (Saulnier 
1991,  pp.  71-72).  Lohrentz  and  colleagues  (1978)  indicated  that 
among  their  sample  of  145  gay  men  in  two  urban  areas  and  two 
university  towns  in  Kansas,  29  percent  were  alcoholic.  Sand- 
maier  (1979)  published  a  1972  study  of  alcohol  use  among  Afri- 
can-American women  in  a  St.  Louis  housing  project  and  found 
that  36  percent  of  the  lesbian  women  in  that  study  were  either 
"heavy"  or  "problem"  drinkers. 

Overall  estimates  in  the  literature  suggest  that  18  percent  to 
38  percent  of  gay  men  and  27  percent  to  35  percent  of  lesbian 
women  would  meet  diagnostic  criteria  of  alcohol  abuse  or  alco- 
holism (Hellman  et  al.  1989).  However,  it  is  important  to  remem- 
ber that  the  suggestion  of  a  30  percent  to  35  percent  alcoholism 
rate  among  gay  and  lesbian  persons  is  based  on  research  only 
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with  those  who  have  acknowledged  their  homosexuality.  In 
addition,  the  small  sample  sizes  and  the  lack  of  methodological 
rigor  that  characterize  many  of  the  noted  studies  tend  to  raise 
questions  about  the  validity  of  these  data.  Anderson  and  Hen- 
derson (1985)  have  stated  that  "attempts  to  ascertain  accurately 
the  prevalence  of  either  lesbianism  or  alcoholism  continue  to  be 
severely  handicapped  by  the  large  number  of  unacknowledged 
members  of  both  populations.  Denial,  minimization,  and  secrecy 
about  drinking  behavior  and  problems  of  the  alcoholic  and  her 
associates  are  a  central  feature  of  alcoholism"  (p.  518). 

Statistics  that  are  applied  to  "the  gay  population"  must  be 
questioned.  Were  both  gay  men  and  lesbian  women  included 
among  the  respondents?  It  is  not  uncommon  to  learn  that  find- 
ings based  on  research  with  gay  men  have  been  subsequently 
generalized  to  "the  gay  population"  even  though  lesbian  women 
were  not  included.  (For  years  the  Federal  Drug  Administration 
has  conducted  drug  trials  on  male  prison  populations  to  decide 
whether  a  drug  was  safe  to  put  on  the  market.)  Did  the  sample 
include  only  "open"  (self-identified)  gay  men  and  lesbian 
women?  If  so,  what — if  anything — do  we  learn  about  those  who 
choose  to  remain  hidden?  In  the  final  analysis,  we  are  left  to 
speculate  whether  the  incidence  of  AOD  abuse  is  higher  or  lower 
in  the  total  population  of  gay  men  and  lesbian  women.  Regard- 
less of  having  massively  imprecise  data,  it  is  still  safe  to  say  that 
AOD  abuse  problems  are  found  among  gay  men  and  lesbian 
women.  Of  particular  importance  to  the  present  discussion  is 
how  AOD  abuse  among  gay  and  lesbian  persons  is  identified, 
understood,  and  treated  by  social  workers,  and  how  these  AOD 
abuse  problems  can  be  prevented. 

AOD  Abuse  Prevention  Among  Gay 
and  Lesbian  Persons 

Alcohol  and  other  drug  abuse  prevention  can  be  viewed  on  three 
levels:  primary,  secondary,  and  tertiary.  The  primary  level  is  the 
ideal,  whereby  efforts  are  made  to  prevent  people  from  ever 
starting  to  use  AOD.  The  logic  is  that  if  one  never  uses  drugs,  one 
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will  never  abuse,  become  dependent  on,  or  addicted  to  them. 
Secondary  prevention  is  directed  at  casual  or  experimental  users 
to  keep  them  from  increasing  their  use  or  to  assist  them  in 
becoming  nonusers.  This  level  can  be  viewed  as  early  interven- 
tion or  curbing  an  evolving  problem  before  there  is  too  much 
damage.  Unfortunately,  social  workers  are  most  often  involved 
only  on  the  tertiary  level,  the  point  at  which  intervention  is 
needed  because  there  is  a  full-blown  problem  of  alcoholism, 
other  drug  abuse,  or  addiction.  At  each  level,  AOD  abuse  preven- 
tion strategies  directed  toward  gay  men  and  lesbian  women  are 
complicated  by  the  realities  of  being  a  gay  or  lesbian  person  in  a 
homophobic  society. 

To  create  effective  prevention  strategies  for  gay  and  lesbian 
persons,  one  must  first  understand  the  larger  social  context  in 
general,  then  look  at  the  more  limited  social  contexts  in  which 
many  gay  and  lesbian  persons  are  found.  All  persons,  regardless 
of  sexual  orientation,  share  certain  basic  needs.  High  in  impor- 
tance among  these  is  the  need  for  a  sense  of  connection  with 
others.  In  sociological  terms,  Mead  (1934)  spoke  of  the  impor- 
tance of  the  "generalized  other,"  wherein  a  person  takes  on  the 
attitudes  of  the  wider  society  regarding  oneself.  As  we  are  seen 
and  responded  to  by  others  in  our  environments,  we  become 
known  to  ourselves.  When  the  environment  is  condemning,  re- 
jecting, and  hostile,  as  it  has  historically  been  for  gay  men  and 
lesbian  women,  it  is  not  surprising  that  alternative  environments 
are  created. 

In  major  cities  there  are  gay  and  lesbian  communities,  some 
of  which  are  bounded  by  certain  geographical  areas  and  some 
that  are  less  well  defined  but  known  from  within  nonetheless. 
The  center  of  these  communities  has  often  been  the  gay  or  lesbian 
bar.  Within  the  confines  of  the  bar,  gay  men  and  lesbian  women 
could  be  themselves  and  see  themselves  reflected  in  others  like 
them.  Simple  though  that  may  sound,  it  is  a  critical  point  in 
considering  the  realities  of  oppressed  groups.  For  example,  while 
racial  and  ethnic  minorities  have  historically  found  a  safe  haven 
within  their  respective  communities,  gay  and  lesbian  persons 
have  not  typically  been  accepted,  even  by  their  own  families.  It 
was  necessary  to  create  a  sense  of  community.  The  bars  provided 
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this.  Both  in  the  past  and  now,  the  bars  have  often  served  as  the 
location  for  community-based  fundraising  activities,  for  political 
rallies,  and  for  events  of  special  significance  to  the  community. 
When  various  facilities  have  refused  to  accommodate  the  needs 
of  the  gay  or  lesbian  community,  the  community  has  turned  to 
its  own  resources,  including  the  bars.  Unfortunately,  they  also 
encourage  alcohol  consumption  and,  in  all  probability,  the  use  of 
other  drugs.  What  began  as  an  attempt  to  meet  a  common  human 
need  for  acceptance  and  social  connection  may  well  have  had  the 
unintended  consequence  of  encouraging  AOD  abuse. 

This  has  had  especially  dire  consequences  for  gay  men.  For 
example,  Linn  and  colleagues  (1989)  found  that  gay  men  who 
abuse  alcohol  are  not  likely  to  practice  "safe  sex/'  This  kind  of 
risk-taking  behavior  contributes  to  the  spread  of  sexually  trans- 
mitted diseases,  most  notably  HIV,  which  often  results  in  AIDS. 
As  noted  earlier,  Leigh  and  Stall  (1993)  concluded  from  their 
exhaustive  examination  of  the  literature  that  there  is  a  positive 
relationship  between  drug  abuse,  including  alcohol,  and  high- 
risk  sex.  However,  a  somewhat  different  conclusion  was  reached 
by  Strumm  and  Hingson  (1993),  who  noted  conflicting  findings 
relating  alcohol  use  to  risk-taking  sexual  behavior.  Their  review 
of  the  literature  suggests  that  the  correlation  between  alcohol  use 
and  sexual  risk-taking  is  more  closely  associated  with  stability  of 
relationships.  They  noted  that  adolescents  in  general  and  adults 
in  unstable  relationships  evidenced  a  significantly  higher  inci- 
dence of  sexual  risk-taking  after  using  alcohol  than  did  adults  in 
stable  relationships.  They  also  note  that  this  finding  held  for  men 
regardless  of  their  sexual  orientation. 

The  unique  role  of  the  gay  or  lesbian  bar  must  be  understood 
and  acknowledged  in  considering  AOD  abuse  prevention.  This 
is  not  to  say  that  all  gay  men  or  lesbian  women  spend  time  in 
bars,  but  many  do,  particularly  those  who  are  not  otherwise 
openly  gay  or  lesbian.  For  closeted  gay  and  lesbian  persons,  the 
gay  bar  may  be  the  only  place  to  find  connection  with  others,  a 
sense  of  belonging,  and  a  feeling  of  being  with  others  who  are 
like  them. 

The  role  of  the  gay  or  lesbian  bar  is  also  important  at  the 
tertiary  prevention  level.  A  heterosexual  person  in  treatment  for 
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alcoholism  is  told  that  his  or  her  social  habits  will  have  to  change: 
the  after-work  beer  or  happy  hour  is  no  longer  possible,  and 
long-time  drinking  buddies  may  have  to  be  avoided.  When  the 
person  in  treatment  is  a  gay  man  or  lesbian  woman  whose  only 
authentic  (i.e.,  openly  gay  or  lesbian)  social  interaction  has  been 
at  a  gay  bar,  this  approach  essentially  tells  them  that  he  or  she  no 
longer  has  any  social  connection.  While  the  straight  person  can 
move  to  a  new  set  of  nondrinking  friends  whose  hangout  is  not 
a  bar,  this  may  not  be  as  easy  for  the  gay  Or  lesbian  person  to  do. 
In  both  cases,  but  most  especially  for  the  gay  or  lesbian  person, 
this  is  a  huge  loss.  It  represents  massive  social  and  interpersonal 
isolation  when  vulnerability  to  relapse  is  especially  acute. 

Historically,  particularly  before  the  gay  rights  movement, 
this  concern  about  the  centrality  of  the  bars  would  likely  have 
been  equally  applicable  to  gay  men  and  lesbian  women.  More 
recently  though,  the  lesbian  bar  has  decreased  in  its  importance 
as  a  social  connection  for  lesbian  women.  Although  it  is  unwise 
to  try  to  generalize  about  gay  or  lesbian  persons,  it  may  be  safe 
to  suggest  that  for  many  lesbian  women  who  also  identify  them- 
selves as  feminists  or  political  activists,  there  are  now  more 
opportunities  for  social  interaction  with  like-minded,  accepting 
people  outside  the  bar  scene.  For  some,  particularly  lesbian 
women  in  long-term  committed  relationships  and  those  with 
children,  the  bar  is  simply  not  a  significant  part  of  their  social 
lives.  The  demands  of  maintaining  a  relationship,  nurturing 
children,  and  holding  down  a  job  outside  the  home  are  likely  to 
consume  all  available  time  and  energy.  On  the  other  hand,  the 
gay  bars  remain  a  focal  part  of  the  social  scene  for  a  number 
of  single  lesbian  women  and  for  many  gay  men.  This  suggests 
that  different  prevention  strategies  may  be  needed  for  each 
community. 

The  development  of  AOD  abuse  prevention  strategies  for  any 
special  population  requires  an  understanding  of  that  population. 
For  all  the  reasons  previously  discussed  in  this  chapter,  this 
understanding  has  not  been  achieved  for  the  population  of  gay 
and  lesbian  persons.  It  is  also  necessary  to  understand  at  least 
some  of  the  causal  factors  that  underlie  AOD  abuse  in  order  to 
plan  effective  prevention  strategies.  This,  too,  is  lacking  with 
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respect  to  gay  and  lesbian  persons.  The  literature  contains  many 
articles  that  suggest  causal  factors,  but  none  has  been  proven  to 
hold  much  explanatory  power  over  time.  As  Schilit  and  Gomberg 
(1991)  have  stated,  'The  literature  is  certainly  not  lacking  in 
speculation  about  factors  that  may  account  for  the  high  incidence 
of  alcoholism  among  gay  men  and  lesbians,  but  empirical  re- 
search remains  almost  nonexistent"  (p.  265).  One  segment  of  the 
literature  has  focused  on  psychoanalytic  approaches.  Small  and 
Leach  (1977)  reviewed  a  number  of  studies  that  focused  on  classic 
psychoanalytic  theory  in  relation  to  establishing  a  causal  link 
between  homosexuality  and  alcoholism.  They  found  none.  Nardi 
(1982)  has  taken  the  position  that  psychoanalytic  theory  and 
research  have  suffered  from  using  both  sexist  and  oppressive 
concepts  and  methodologies,  and  that  this  has  resulted  in  false 
assumptions  about  the  relationship  between  alcoholism  and 
homosexuality. 

A  second  focus  in  the  literature  has  been  social,  cultural,  and 
political  explanations.  Ziebold  and  Mongeon  (1982)  suggest  that 
there  is  no  evidence  of  a  causal  relationship  between  alcoholism 
and  homosexuality.  They  also  note  that  gay  and  lesbian  persons 
who  are  alcoholic  drink  because  they  socialize  primarily  in  gay 
bars  and  in  order  to  "hide  from  the  world  and  to  escape  from 
their  feelings  of  being  different"  (p.  5).  Also  citing  the  role  of  the 
bars  are  Saghir  and  Robins  (1973)  and  Diamond  and  Wilsnack 
(1978),  who  suggest  that  the  gay  and  lesbian  communities  sup- 
port drinking  as  a  norm.  Weathers  (1976)  also  addresses  this  in 
relation  to  lesbian  women:  "While  the  relationship  between 
drinking  and  socializing  is  a  common  thread  running  throughout 
American  culture,  the  emphasis  on  this  relationship  is  exacer- 
bated in  the  lesbian  subculture  due  to  a  lack  of  alcohol-free 
alternatives  and  limited  social  options  ...  in  the  larger  society" 
(p.  145).  Many  have  identified  homophobic  attitudes  emanating 
from  the  larger  society  as  stressors  that  influence  rates  of  AOD 
abuse  in  the  gay  and  lesbian  communities.  Feelings  of  alienation 
and  isolation  (Burke  1982)  as  well  as  self-hatred,  fear  of  being 
different,  and  lowered  self-esteem  all  result  from  society's  homo- 
phobia. In  Fiheld's  (1975)  classic  research  on  the  gay  community, 
she  called  alcohol  abuse  a  manifestation  of  "oppression  sickness," 
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which  affects  groups  with  a  history  of  systematic  oppression. 
Nicoloff  and  Stiglitz  (1987)  discuss  alcoholism  and  drug  addic- 
tion among  lesbians  as  similar  to  alcoholism  and  drug  addiction 
among  other  minority  groups:  " Addiction  takes  away  the  focus 
and  power  of  minority  individuals  and  communities,  keeping 
them  ineffective  in  the  world.  The  job  of  the  oppressor  becomes 
easier  when  individuals  engage  in  self-destructive  behavior  and 
render  themselves  powerless"  (p.  286). 

In  the  social  work  literature,  Norton's  (1978)  dual  perspective 
provides  a  useful  framework  for  understanding  the  sociopolitical 
aspects  of  the  experiences  of  gay  men  and  lesbian  women.  Al- 
though most  often  applied  to  racial  or  ethnic  minorities,  Norton 
stated  that  the  dual  perspective  "can  be  applied  to  all  people" 
(p.  82).  The  dual  perspective  comprises  the  sustaining  system 
and  the  nurturing  system.  The  sustaining  system  is  the  encom- 
passing society  in  which  instrumental  needs  such  as  goods,  services, 
economic  resources,  and  political  power  are  addressed.  It  is  from 
the  larger  sustaining  system  that  status  and  power  are  conferred  on 
specific  individuals  and  groups.  In  general,  the  sustaining  system 
does  not  value  difference  or  diversity.  The  sustaining  system  might 
be  called  the  White  male  system  (Schaef  1985)  or,  perhaps  more 
accurately,  the  White  heterosexual  male  system.  According  to  Nor- 
ton, the  nurturing  system  exists  within  the  sustaining  system.  It 
comprises  the  immediate  physical  and  social  environment  that 
provides  a  sense  of  culture,  identity,  and  self. 

Applying  this  framework  to  gay  and  lesbian  persons,  both 
the  sustaining  and  the  nurturing  systems  have  failed  to  provide 
adequately.  The  sustaining  or  dominant  system's  intolerance  of 
difference  has  created  an  oppressive  and  hostile  social  environ- 
ment for  those  who  are  different,  that  is,  those  who  are  not  White, 
not  heterosexual,  not  male.  In  addition,  the  vast  majority  of  gay 
and  lesbian  persons  have  been  born  into  heterosexual  families. 
As  a  focal  part  of  the  nurturing  system,  the  family  has  often  not 
only  failed  to  nurture  its  gay  sons  and  lesbian  daughters,  it  has 
often  rejected  them.  This  is  a  different  experience  from  that  of 
racial  and  ethnic  minorities  who  may  have  a  nurturing  system 
within  the  family.  Without  validation  from  either  the  sustaining 
system  or  the  nurturing  system,  gay  men  and  lesbian  women 
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have  had  little  choice  but  to  create  their  own  communities  in  an 
attempt  to  maintain  a  healthy  sense  of  self. 

Proposed  Prevention  Strategies 

Social  workers  have  a  professional  obligation  to  work  toward  the 
enhancement  of  human  functioning  at  all  levels  of  society. 
Whether  we  focus  our  efforts  on  micro  or  clinical  practice  or  on 
organizing  and  advocating  broader  social  change,  we  have  many 
opportunities  to  enhance  the  social  functioning  of  gay  and  les- 
bian persons.  Therefore,  we  have  a  role  in  preventing  AOD  abuse 
among  special  populations,  including  gay  men  and  lesbian 
women.  We  can  inform  ourselves  of  the  issues  unique  to  gay  men 
and  lesbian  women  in  general,  especially  as  those  issues  relate  to 
AOD  abuse.  We  can  advocate,  both  on  a  case-by-case  basis  (i.e., 
on  behalf  of  a  particular  client)  and  on  a  class  basis  (i.e.,  on  behalf 
of  the  population  of  all  gay  and  lesbian  persons),  that  gay  and 
lesbian  persons  be  afforded  the  same  quality  service  that  would 
be  afforded  all  clients. 

The  single  most  important  strategy  for  preventing  AOD 
abuse  among  gay  and  lesbian  persons  is  working  toward  the 
elimination  of  homophobia  and  heterosexism  in  order  to  facili- 
tate the  healthy  integration  of  gay  and  lesbian  people  into  the 
larger  society.2  Finnegan  and  Cook  (1984)  have  alleged  that  "the 
central  issues  from  which  all  other  issues  spring  and  without 
which  gay  and  lesbian  alcoholics  would  be  just  simple  alcoholics 
is  homophobia"  (p.  86).  They  identify  four  institutional  sources 
of  homophobia:  (1)  certain  organized  religions,  through  estab- 
lished doctrine  or  selective  interpretation  of  specific  Biblical  pas- 
sages; (2)  the  medical  and  mental  health  profession,  which 
pathologize  homosexuality;  (3)  the  law,  either  through  repres- 
sive social  controls  or  through  "oppression  by  omission," 
whereby  gay  and  lesbian  persons  are  excluded  from  equal 


2 
Heterosexism  refers  to  the  assumption  that  the  world  is  "straight."  The  assumption  of 
heterosexuality  is  reflected  in  religion,  law,  education,  medicine,  social  services,  and  all 
social  institutions. 
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protection;  and  (4)  the  media,  through  its  frequently  sensational- 
ized treatment  of  gay  or  lesbian  persons  and  its  failure  to  include 
any  "healthy"  images  of  gay  men  and  lesbian  women. 

Prevention  strategies  to  elirninate  religion-based  homopho- 
bia include  working  within  churches  to  educate  people  and  to 
address  questions  of  doctrine  that  have  been  used  to  support 
antigay  positions.  Media  strategies  with  local  newspapers  in- 
clude letters  to  the  editor  confronting  antigay  biases  and  editorial 
pieces  providing  alternative  interpretations  of  Bible  passages. 
Social  work  educators  and  practitioners  who  publish  in  profes- 
sional journals  can  use  examples  of  gay  and  lesbian  persons  when 
referring  to  couples,  families,  adolescents,  and  older  persons, 
and,  in  all  cases,  when  discussing  sexuality.  Medical  and  mental 
health  professionals,  including  social  workers,  must  work  to 
eliminate  the  assumption  that  all  persons  are  heterosexual 
through  inservice  training  programs  and  revision  of  intake  forms 
and  hospital  visitation  policies,  where  "immediate  family"  is 
defined  only  as  blood  relatives  or  legal  spouse. 

One  change  in  the  law  that  could  have  the  most  far-reaching 
effects  would  be  to  legalize  same-gender  marriages.  This  would 
provide  societal  sanction  and  support  for  gay  and  lesbian  rela- 
tionships, thereby  helping  to  stabilize  them.  As  discussed  earlier, 
not  being  in  a  stable  relationship  correlates  with  higher  rates  of 
AOD  abuse.  If  same-gender  marriages  were  legal,  partners 
would  be  seen  as  legitimate  spouses  in  situations  of  illness, 
insurance  benefits,  parental  and  bereavement  leave,  company  job 
transfers,  work-related  social  functions,  next-of-kin  status,  in- 
heritance, property  divisions,  club  memberships,  and  family  dis- 
counts. Further,  where  children  may  be  involved,  partners  would 
be  seen  as  legitimate  stepparents  at  school  functions  and  teacher 
conferences,  as  well  as  on  medical  and  dental  visits.  Children  of 
gay  and  lesbian  couples  would  then  have  a  way  of  referring  to 
their  other  same-gender  parent  at  school.  Over  time,  in  a  country 
with  mandatory  schooling,  everyone  would  become  familiar 
with  the  idea  of  same-gender  couples  and  parents  as  a  normal 
variation  in  family  structure.  Other  legal  and  legislative  areas 
to  address  are  providing  legal  protection  from  discrimination 
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and  challenging  laws  that  criminalize  sexual  expression  in  same- 
gender  couples. 

Combating  homophobia  in  the  media  can  involve  writing 
letters  objecting  to  sponsors  who  deny  endorsements  and  adver- 
tising contracts  to  openly  gay  or  lesbian  athletes.  Positive  letters 
can  be  sent  to  acknowledge  sponsors  who  support  programming 
that  is  sensitive  to  gay  and  lesbian  persons,  showing  gay  and 
lesbian  persons  along  with  their  heterosexual  counterparts.  Let- 
ters of  support  can  be  written  to  major  companies  and  organiza- 
tions that  lend  their  financial  backing  to  gay  and  lesbian  events 
(as  Visa  did  in  support  of  the  Gay  Games  held  in  New  York  in 
1994). 

Unfortunately,  even  if  external  homophobia  were  eliminated 
magically  at  this  moment,  its  legacy  would  remain.  Homophobia 
is  transmitted  through  social  institutions,  but  it  is  internalized  by 
individuals.  Gay  men  and  lesbian  women  have,  to  varying  de- 
grees, internalized  society's  condemnation,  denigration,  and  ha- 
tred. This  explains,  in  part,  why  so  many  remain  "closeted," 
living  lives  that  are  unauthentic  with  respect  to  their  true  selves. 
The  costs  of  such  unauthenticity  are  incalculable,  but  they  cer- 
tainly include  AOD  abuse.  A  second  prevention  strategy  would 
be  to  support  gay  men  and  lesbian  women  to  "come  out"  (both 
privately  and  perhaps  publicly,  if  feasible),  as  a  means  of  embrac- 
ing their  authentic  selves.  The  decision  to  be  completely  open  is 
not  one  to  be  taken  lightly,  however,  as  there  are  very  real 
potential  negative  consequences.  Lesbian  women  who  are  moth- 
ers often  face  a  threat  to  child  custody.  Both  gay  men  and  lesbian 
women  face  potential  rejection  from  family  and  straight  friends, 
as  well  as  potential  loss  of  jobs  or  promotions.  The  threat  to 
profession  and  livelihood  is  perhaps  greatest  for  gay  or  lesbian 
schoolteachers.  These  threats  aside,  the  benefits  of  coming  out  in 
terms  of  one's  mental  health  can  be  substantial. 

Drawing  on  numerous  sources,  Finnegan  and  McNally 
(1987)  have  created  a  five-stage  model  of  the  coming-out  process. 
What  follows  is  an  abbreviated  overview  of  each  stage.  In  stage 
one,  pre-encounter,  individuals  see  themselves  as  part  of  the  main- 
stream, essentially  no  different  from  others.  If  there  is  any  inkling 
about  one's  sexual  orientation  being  anything  other  than 
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heterosexual,  denial  is  used  effectively  to  squelch  it.  If  there  are 
thoughts  or  feelings  of  possibly  being  "different/'  there  may  be 
some  tentative  exploration  (e.g.,  asking  someone  about  "a  friend" 
who  has  these  "different"  feelings),  but  this  process  is  often  shut 
down  because  it  is  too  threatening.  This  is  the  stage  of  not 
knowing. 

Stage  two,  encounter,  is  characterized  by  the  shattering — or  at 
least  chipping  away — of  denial.  Something  (or  someone)  hap- 
pens, and  the  individual's  sense  of  heterosexual  identification  is 
shaken.  Some  persons  in  this  stage  describe  themselves  as  bisex- 
ual, an  identity  that  may  be  comparatively  easier  to  accept.  In  this 
stage,  some  people  will  revert  into  powerful  denial  in  an  effort 
to  cut  off  any  further  emotional  discomfort.  Others — surrounded 
by  enough  safety  and  support — will  continue  to  question  them- 
selves, though  perhaps  very  tentatively. 

For  some,  the  third  stage,  immersion  and  emersion,  is  a  time  that 
is  reminiscent  of  exciting  childhood  play  or  adolescence,  with  its 
excitement,  peer  bonding,  and  exploration.  Having  discovered 
that  there  are  other  gay  men  or  lesbian  women  in  the  world, 
having  found  that  there  is  a  community,  the  person  who  is 
coming  out  spends  the  first  part  of  this  stage,  immersion,  filtering 
everything  through  the  newly  acknowledged  "gay  lens."  In  the 
second  part  of  this  stage,  emersion,  there  is  an  emergence  of  a 
more  balanced  awareness,  that  while  "gay  is  good,"  not  all  of 
one's  new  experiences  are  positive. 

Stage  four,  internalization,  results  from  acceptance  of  one's 
sexual  orientation  rather  than  simple  acknowledgment  or  toler- 
ance. This  stage  is  often  characterized  by  experiencing  and  work- 
ing through  a  range  of  feelings  including  guilt,  rage,  and  grief. 
There  may  be  guilt  as  a  result  of  conflicts  emanating  from  relig- 
ious beliefs,  or  guilt  at  not  producing  children  in  a  family  that 
values  this  greatly.  There  may  be  grief  as  a  result  of  the  losses  that 
can  occur,  such  as  loss  of  family  support  or  loss  of  heterosexual 
privilege  and  status.  Accompanying  these  feelings  may  be  rage 
at  these  same  losses  or  rage  directed  at  homophobia  in  general. 

Finally,  stage  five  is  synthesis  and  commitment.  The  losses  have 
been  resolved,  the  guilt  and  grief  have  been  worked  through,  and 
a  positive  sense  of  self  has  been  achieved.  In  this  stage,  sexual 
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orientation  has  been  integrated  as  but  one  part  of  the  total  self, 
rather  than  as  the  totality  of  one's  identity. 

Conclusion 

The  contents  of  this  chapter  and  the  experiential  exercises  pro- 
vide a  foundation  for  understanding  the  unique  issues  of  gay 
men  and  lesbian  women.  This  understanding  will  further  efforts 
to  prevent  AOD  abuse  within  this  population.  It  is  painfully 
evident,  however,  that  heterosexist  assumptions  have  colored 
most  research  efforts  on  AOD  abuse.  There  is  a  relatively  small 
body  of  research  that  focuses  on  alcohol  abuse  among  gay  men 
or  lesbian  women.  There  is  a  much  larger  body  of  research  on 
AOD  abuse  that  is  generalized  essentially  to  everyone,  while 
failing  to  ask  what  percentage  of  the  respondents  might  be  gay 
or  lesbian.  It  is  time  to  develop  research  instruments  that  encour- 
age gay  and  lesbian  persons  to  identify  themselves,  just  as  het- 
erosexual respondents  do  with  respect  to  marital  status  and 
family  constellation.  It  is  also  time  to  focus  on  the  unique  issues 
of  gay  and  lesbian  persons  as  they  affect  AOD  abuse  prevention. 
Progress  has  been  made  (though  there  is  still  more  to  be  done) 
toward  developing  strategies  that  are  culturally  sensitive  and 
gender  sensitive,  yet  the  gay  and  lesbian  communities  have 
largely  had  to  develop  their  own.  It  is  time  for  gay  men  and 
lesbian  women  to  move  from  the  margin  of  society  toward  the 
center,  not  displacing  others,  but  taking  their  equal  place  among 
those  entitled  to  quality  social  work  services. 

A  recent  editorial  published  in  Social  Work  cites  the  poet 
Adrienne  Rich,  who  artfully  used  the  image  of  a  mirror  in  which 
those  omitted  from  consideration  by  society  cannot  see  them- 
selves reflected  (Ewalt  1994).  Such  is  the  experience  of  millions 
of  gay  and  lesbian  persons,  adolescents  as  well  as  adults — peer- 
ing into  the  mirror  and  seeing  only  caricatures  of  oneself,  or 
gazing  into  the  mirror  only  to  see  nothing  at  all.  As  Ewalt  so 
poignantly  says,  'The  well-being  of  this  country  may  depend  on 
whether  people  can  look  into  the  mirrors  of  one  another  and  see 
themselves  compassionately  reflected"  (p.  246). 
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Classroom  Exercises 

The  following  classroom  exercises  enhance  understanding  by 
providing  experiential  learning  opportunities.  The  first  is  de- 
signed to  increase  overall  sensitivity  to  the  experience  of  gay  and 
lesbian  persons.  The  second  combines  sensitivity  to  gay  and 
lesbian  persons  with  content  on  alcoholism. 

Trading  Places 

"Marooned"  was  developed  for  inservice  training  use  by  Diana 
Storms,  a  social  worker  in  private  practice.3  It  is  a  guided  im- 
agery fantasy  that  should  be  read  aloud  as  students  close  their 
eyes  and  simply  let  themselves  be  led  into  the  experience.  The 
last  part  of  the  exercise  includes  many  questions  that  are  helpful 
in  stimulating  discussion  about  the  potential  effects,  both  person- 
ally and  in  the  larger  society,  of  being  open  rather  than  closeted, 
vocal  rather  than  silent. 

Instructions:  Explain  that  the  purpose  of  this  guided  imagery 
is  to  help  students  better  understand  the  experience  of  gay  men 
and  lesbian  women.  Note  that  it  is  designed  for  heterosexuals  and 
that  gay  and  lesbian  persons  will  not  find  anything  new  in  it  for 
them.  Read  the  material  aloud,  then  open  up  a  discussion  about 
the  feelings  evoked  and  the  questions  posed  for  consideration. 


3 
"Marooned"  has  been  reprinted  here  with  permission  of  the  author.  Copies  are  available 
from  Diana  Storms,  LMSW-ACP,  2472  Bolsover,  Suite  250,  Houston,  TX  77005. 
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Marooned:  Please,  Scotty,  Beam  Me  Up! 

Imagine  that  you  find  yourself  and  your  heterosexual  spouse 
marooned  permanently  on  a  planet  in  a  distant  galaxy  where 
homosexuality  is  the  norm,  and  only  10  percent  of  the  population 
are  heterosexual.  The  10  percent  heterosexual  minority,  of  which 
you  are  now  a  part,  is  considered  by  most  of  this  planet's  popu- 
lation to  be  strange  and  perverse,  potential  child  molesters,  a 
dangerous  threat  to  the  social  order,  psychologically  disturbed, 
and  morally  corrupt  and  sinful.  You  know  none  of  this  to  be  true 
of  you,  yet  this  is  how  you  are  seen. 

Heterosexual  behavior  is  against  the  law  on  most  of  the 
planet.  Most  churches  will  not  minister  to  heterosexuals  nor, 
certainly,  allow  them  positions  of  leadership.  You  will  not  be 
allowed  any  legally  recognized  marriage  and  will  have  no 
spousal  rights.  If  your  spouse  is  in  intensive  care,  perhaps  dying, 
you  will  not  be  considered  a  relative  with  any  rights  relative  to 
your  spouse.  If  your  spouse's  company  is  having  a  social  func- 
tion, you  will  not  be  invited.  You  will  not  be  presumed  to  exist. 
Your  spouse  will  be  considered  single.  You  may  carefully  edit 
what  you  say  to  coworkers  about  your  weekends  and  evenings 
and,  as  a  result,  may  be  perceived  as  closed  and  unfriendly.  You 
and  your  spouse  will  not  be  able  to  be  covered  on  the  same 
medical  insurance  policy,  so  this  insurance  will  cost  you  more. 
You  will  not  be  entitled  to  any  family  memberships  or  discount 
plans  wherever  these  exist.  You  and  your  spouse  cannot  file  joint 
tax  returns,  so  you  will  pay  higher  taxes.  If  one  of  you  has  a  job 
that  transfers  you,  there  will  be  no  consideration  about  moving 
a  spouse.  You  will  be  considered  mobile  because  you  have  no 
marital  or  family  obligations.  If  your  spouse  becomes  seriously 
ill  or  incapacitated,  you  will  be  granted  no  extra  time  off  to  care 
for  him  or  her.  Should  the  disability  be  prolonged  and  your 
spouse  unable  to  make  decisions  or  sign  papers,  you  will  be 
unable  to  make  any  transactions  on  his  or  her  behalf,  unable  to 
sell  property  to  obtain  needed  money.  If  your  spouse  dies,  no  one 
will  recognize,  validate,  or  understand  your  grief. 
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If  you  have  children,  the  courts  of  the  land  will  consider  you 
unfit  to  raise  them.  When  your  children  go  to  school,  they  will 
never  find  any  mention  of  or  reference  to  their  type  of  family. 
Only  one  of  you  will  attend  teacher  conferences,  open  houses, 
and  other  school  events,  because  there  is  no  way  to  explain  who 
the  other  parent  is,  since  no  one  is  expected  to  have  opposite-sex 
parents.  One  of  you  will  be  seen  as  a  single  parent;  the  other  as  a 
nonexistent  parent,  not  seen  at  all.  Your  children  will  hear  their 
peers  call  people  they  dislike  by  vile  epithets  that  mean  "heterosex- 
ual." When  your  children  invite  friends  to  your  home,  you  and  your 
spouse  may  make  every  effort  to  appear  to  be  "just  friends."  Per- 
haps you  will  keep  the  doors  closed  and  locked  to  the  adult  part  of 
the  house.  If  you  have  a  small  house,  you  will  consider  whether  to 
sleep  separately  whenever  your  children's  friends  spend  the  night. 

How  would  you  choose  to  live  in  this  society?  Would  you  be 
careful  and  secretive  about  your  life?  Would  you  warn  the  chil- 
dren to  keep  your  family  life  secret?  Would  you  divorce  your 
spouse  and  marry  someone  of  the  same  sex  in  order  to  be  more 
acceptable?  Would  you  find  others  of  this  10  percent  minority 
and  spend  most  of  your  time  with  them?  Or  would  you  stay 
isolated  from  other  heterosexuals  for  fear  of  being  labeled  hetero- 
sexual yourself?  How  would  you  feel  about  your  children  turn- 
ing out  to  be  homosexual,  like  most  of  the  rest  of  this  world  you 
find  yourself  in?  Would  you  be  afraid  they  would  be  ashamed  of 
you  or  reject  you?  Would  you  be  afraid  their  future  homosexual 
spouses  would  reject  you,  perhaps  limit  your  contact  with  your 
grandchildren?  Would  you  therefore  hide  the  nature  of  your 
relationship  from  your  children?  Would  you  scream  bloody 
murder  that  the  laws  and  attitudes  are  unfair?  Would  you  protest 
that  you  are  a  perfectly  reputable  human  being,  not  perverse,  not 
sick,  not  sinful,  not  a  bad  influence  on  children  and  families?  Or 
would  you  keep  quiet,  for  fear  of  the  repercussions  to  yourself, 
your  spouse,  your  children,  and  your  livelihood?  Would  you 
make  yourself  known,  or  would  you  hide?  Which  is  better?  How 
would  you  decide?  What  would  you  consider? 
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Dual  Stigma 

Finnegan  and  McNally  (1987)  have  presented  a  two-part  black- 
board exercise  that  highlights  what  may  be  the  central  link  be- 
tween alcoholism  and  homosexuality:  responses  to  stigmatized 
identity  and  oppression. 

Instructions:  Ask  students  to  call  out  every  negative  myth  and 
reaction  they  can  think  of  to  the  word  "drunks."  Put  the  list  on 
the  board.  The  list  is  likely  to  be  long  and  unpleasant,  including 
terms  such  as  weak,  sick,  mentally  ill,  immoral,  sinful,  promiscuous, 
disgusting,  repulsive,  dangerous,  aggressive,  threatening,  irre- 
sponsible (p.  76).  Ask  which  of  these  terms  also  apply  to  homosexu- 
als. In  all  probability,  many — if  not  all — the  terms  will  be  identified 
as  having  been  used  in  relation  to  gay  and  lesbian  persons  as  well. 

The  second  part  of  the  exercise  highlights  the  similarities 
between  alcoholics'  and  homosexuals'  responses  to  stigma  and 
oppression.  Finnegan  and  McNally  (1987)  present  this  as  an 
exercise  used  with  alcohol  service  providers.  However,  as  modi- 
fied here,  it  does  not  necessarily  require  substantial  knowledge 
of  alcoholism  to  be  effective. 

Instructions:  Put  the  following  list  on  the  board:  denial,  anxi- 
ety, fear,  paranoia,  hostility,  anger,  rage,  arrogance,  guilt,  shame, 
self-pity,  depression,  fragmentation,  isolation,  alienation,  confu- 
sion, low  self-esteem.  After  describing  these  as  typical  psycho- 
logical symptoms  of  alcoholism,  illustrate  how  they  are  more 
fully  understood  as  "responses  to  the  oppressive,  destructive 
effects  of  alcoholism"  (Finnegan  and  McNally,  p.  76).  Then, 
drawing  on  the  material  in  this  chapter,  review  the  list  of  "symp- 
toms" again,  this  time  noting  how  each  is  also  a  common  re- 
sponse of  gay  men  and  lesbian  women  to  the  destructive  and 
oppressive  effects  of  homophobia.  Make  certain  it  is  clear  that 
homosexuality  is  not  a  disease,  "but  homophobia  is  ...  a  disease 
of  society's  attitudes,  just  like  racism  or  sexism"  (p.  76). 
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